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O estimate the value of abdominal pain in 

diagnosis, we must have a clear idea of the 
nerve distribution and the relations of the 
visceral and somatic spinal centres. All the ab- 
dominal viscera receive their sensory. nerve 
supply through the sympathetic plexus, of which 
the most important is the solar, and these 


plexuses are also connected with the cord centres 
supplying the body wall. Hence disease’ in a 
certain viscus gives rise to disturbance in the 
corresponding cord centre, and the sensation is 
referred, by mistake, to the skin or muscles sup- 
plied by that cord centre. Thus we see that in 
certain visceral disease in the abdomen, there is 
hyperethesia in various areas, and also muscular 
contraction and rigidity. This condition is 
familiar and well-marked in acute inflammations 
of the peritoneum when hyperethesia and 
rigidity are cardinal signs. 

But it is important to remember that while 
abdominal disorders may give rise to parietal 
manifestations, these manifestations may not be 
confined to the abdomen, and so we see ureteric 
pain referred to the testes, gall bladder pain to 
the right shoulder, pancreatic pain to the back, 
and even sigmoid pain to the left thigh and 
knee. In the same way, extra-abdominal dis- 
orders may give rise to abdominal pain, as we 
see in disease of the spine, tuberculous or ma- 
lignant, in locomotor ataxia, and certain diseases 
of the chest. The last is most important, and I 
cannot impress upon you too strongly the impor- 


* Read before the Academy of Medicine, Toronto, 
December 13, 1928. 


tance of differentiating between right-sided 
pleurisy or pneumonia occurring in young chil- 
dren and such an acute abdominal emergency as 
appendicitis. ‘ Let me remind you of the dis- 
tribution of these nerves. The abdominal viscera 
are supplied from the 7th dorsal to the Ist 
lumbar segment inclusive. There are no visceral 
branches from the 2nd, 3rd or 4th lumbar, so 
you get no referred visceral pain along these 
nerves, but the pelvic viscera are supplied by 
the 5th lumbar to the 3rd or 4th sacral inclusive, 
through the nervi erigentes, so referred pains 
occur along the distribution of these nerves in 
cases of pelvic disease. Now if we take the ab- 
dominal wall first, it is supplied by the 7th, 8th, 
9th, 10th, 11th, 12th dorsal, and 1st lumbar 
nerves. They run obliquely downwards and in- 
wards, continuing in a line with their corres- 
ponding intercostal space, and give off a lateral 
cutaneous descending branch, and an anterior 
cutaneous branch. It is important to remember 
that they supply not only the skin and peri- 
toneal lining of the abdomen but the muscular 
layer also; so that a cold hand applied to the 
skin of the abdomen, may cause muscular con- 
traction, just as a peritoneal irritation will. Now 
these dorsal nerves also supply the pleura, and 
this explains the occurrence of abdominal pain 
and muscular rigidity in some cases of pleurisy. 
The stomach derives its nerve supply from the 
7th and 8th, the distribution of which is the skin 
in the left hypochondrium and epigastrium; the 
liver from the 8th and 9th, distributed rather 
lower down. Pain in the shoulder in liver dis- 
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ease is due to the distribution of nerves from 
the 4th cervical segment to the skin over the 
scapula, and also of the phrenic nerve to the 
under surface of the diaphragm. Pain arising 
from the small intestine is referred to the umbili- 
cus, both being supplied by the 10th dorsal. 
Pain in the groins, supplied by the 12th dorsal 
and 1st lumbar, may be due to disease in a wide 
area, including kidney, ureter, appendix, hip 
joint, testicle, ovary, uterus. Disease of the 
rectum may cause referred pain in the distri- 
bution of the 2nd, 3rd, and 4th sacral nerves. 
The diversity of these references of pain, the 
inability of the patient to explain matters, and 
the liability of infants in the first year of life 
to attacks of colic due to unsuitable feeding, 


make the differential diagnosis of abdominal pain 
in children very difficult. Fortunately in early 


years, certain organs which give rise to abdom- 
inal pain in adults are very rarely diseased. 
Thus, although hematemesis is not unknown in 
infants, gastric ulcer has hardly ever been found. 
Indeed the process of digestion in the stomach 
is so important, and takes so short a time, the 
stomach being empty in an hour or so after a 
feed, that it rarely if ever suffers from any dis- 
ability. Of course attacks of colicky pain, with 
vomiting and constipation or diarrhea, are com- 
mon enough in early life, but it is not the 
stomach that is at fault. If we exclude hyper- 
trophic pyloric stenosis, we can almost write the 
stomach out of the organs associated with ab- 
dominal pain. The gall bladder again is hardly 
ever diseased in children, though as a curiosity 
one hears occasionally of a case of gall stones, 
and as it happens, I have recently had a case of 
cholecystitis in a child of 8 under my eare. 
With the exception of a rare case of liver abscess 
dye to cord infection at birth, the liver is hardly 
ever responsible for abdominal pain. The same 
is true for the pancreas, so that the three organs, 
the stomach, liver and pancreas which in adults 
give rise to so many diagnostic problems in the 
epigastrium and right hypochondrium can be 
excluded in early life. 

But intestinal indigestion is very common in 
babies and children, and is the cause of the great 
majority of abdominal pains. They come under 
the care of the physician, and we, as surgeons, 
see them only for differential diagnosis from 
some surgical condition. Intestinal indigestion 
is always due to incorrect feeding, and as in 
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the early years of life the digestive processes 
are only slowly settling down into routine, it 
is impossible to choose a diet from day to day 
that will suit the varying digestive powers. 
Many of the conditions are very slight and 
temporary ; there is constipation, a collection of 
gas and undigested food in the intestine causing 
colicky pain and perhaps sickness. <A dose of 
rhubarb and soda, or an aperient suffices to re- 
store happiness again. In other cases there is 
a toxemie condition such as is seen in cyclic 
vomiting. This name has been given to a symp- 
tom of a disorder which is really an acetonemia, 
and may be very acute in its manifestations, 
and very difficult to treat if vomiting is con- 
stant. One should mention too, those severe 
cases of summer diarrhcea, accompanied as they 
are sometimes by tympanites, in which the diag- 
nosis from a surgical disorder is very difficult. 

Before I pass on to the surgical conditions, I 
would refer to a disorder which has frequently 
given rise to a wrong diagnosis. This is 
Henoch’s purpura a blood disorder character- 
ized by gastro-intestinal crises, hemorrhages 
from mucous membranes and sub-cutaneous ex- 
travasations of blood. I have found great diffi- 
culty in one or two of those cases in excluding 
intussusception or some other acute surgical 
emergency of the abdomen, especially if the 
gastro-intestinal symptoms precede the purpuric 
skin condition. If the examination of the blood 
shows diminished platelets it is a great help in 
diagnosis. One ought not to close this account 
of medical abdominal pain without referring to 
the amount of suffering due to intestinal para- 
sites. They give rise to colicky pain, to anemia 
and to the passage of mucus in the stools. 
Diagnosis can be made only by examining the 
stools. 

Turning to the surgical types of disorder 
causing abdominal pain in children, we find they 
ean be classified under two heads with a little 
overlapping. There are the inflammatory condi- 
tions, including appendicitis and the various 
forms of peritonitis; and the peristaltic condi- 
tions under which one includes pyloric obstrue- 
tion, intussusception, obstructions of various 
kinds (bands, Meckel’s diverticulum), and tuber- 
culous mesenteric glands. There is of course 
some overlapping. For instance, certain cases of 
Hirschsprung’s disease (idiopathic dilatation of 
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the colon) suffer from pain, partly due to dis- 
tension, partly to colitis. 

If we consider the inflammatory conditions 
first, appendicitis is the outstanding disease. In 
the acute stage it is very common; in fact, during 
these last few years, half my eases of acute ap- 
pendicitis have occurred under twelve, and in 
other years between 30 per cent and 40 per 
cent are in children. But chronic appendicitis, 
as we see it in adults, is practically unknown in 
children under four, and is quite unusual in 
children of any age. I would tell you that an 
acute abdominal condition in a child is more 
likely to be due to appendicitis than anything 
else, but that you should not too readily assume 
that the appendix is the cause of chronic or 
frequently recurring pains in children, especial- 
ly if the pain follows the taking of food, rather 
than exertion. Indeed the question has been dis- 
cussed whether chronic appendicitis occurs in 
children at all, and, if so, whether it gives rise to 
symptoms similar to those occurring in adults 
from this cause. There are those who say that 
acute inflammation is the only condition of the 
appendix which gives rise to symptoms in a child, 


but I do not agree. It is true that children do 
not apparently suffer from what is called ‘‘ap- 
pendix dyspepsia,’’ but I have on many occa- 
sions seen a condition of hydrops of the 
appendix, due.to the retention of secretion be- 
hind a stricture of the appendicular lumen 


following an acute appendicitis. Sometimes it 
has been difficult to get a history of the 
acute attack. The condition gives rise to 
characteristic recurrent attacks of localized 
colicky pains. The appendix is often the habitat 
of threadworms, which, though they seem never 
to precjpitate an acute fulminating appendicitis, 
keep up a condition of irritation which leads to 
a thickening of the submucosa which might well 
be called a chronic appendicitis. And many 
times in removing the appendix, while operating 
for tuberculous mesenteric glands, I have found 
a condition resembling that of the adult chronic 
appendicitis in every respect except perhaps one. 
It is a curious thing that an attack of acute ap- 
pendicitis in a child is not followed by adhe- 
sions. I do not remember ever to have seen in 
a child a quiescent appendix bound down by 
adhesions into the pelvis, and yet we know how 
common the pelvic position of the appendix is in 
children. It has been well put, ‘‘The cause of 
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the persistence of adhesions is the persistence of 
the cause of the adhesions,’’ and if this is true, 
it would point to a complete recovery of the 
appendix in early years after an acute attack. 
In what respects does the child’s appendix 
differ from that of the adult? In the first place, 
the abdomen is so small that all the viscera are 
approximated, and therefore localization of pain 
and tenderness has not the same individuality 
as in adults. Then, the cecum, owing to the 
shallowness of the iliae fossa, is higher up in the 
abdomen than is the adult. cecum, and the ap- 
pendix is less retro-cecal, and this increases the 
chance of general peritonitis in the child’s acute 
appendicitis. Again, the appendix is much 
larger proportionatcly in a child than in an adult, 
its opening into the cecum is larger, and its 
lining membrane smoother, all points which 
favour the entrance of material which might 
cause infection. Finally, the structure of the 
appendix in a child is naturally much more 
delicate than in the adult, and allows of a more 
rapid extension of inflammation to the general 
peritoneal cavity. So that it is not difficult to 
understand that not only is appendicitis likely 
to be more frequent in children but also that 
perforative peritonitis is also relatively common 
as a result. In making the diagnosis of acute 
appendicitis, one caution about the abdominal 
picture. In children, much more often than in 
adults, pain, and ‘‘illness’’ with pyrexia, and a 
rapid pulse may be much more obvious than any 
local signs. Abdominal rigidity is not to be 
depended upon to the extent that it is in adults, 
and I have often seen children with fulminating 
appendicitis and general peritonitis with per- 
fectly lax abdominal walls. Then, there is the 
possibility that the abdominal pain is a reflex 
from some chest condition. It is a real danger, 
and no diagnosis of ‘‘acute abdomen’’ should be 
made in a child, until an examination of the 
chest has eliminated the possibility of pleurisy 
or pheumonia. Although in the great majority 
of eases the differential diagnosis is easy, in some 
it is very difficult if not impossible. It is not 
unusual for the chest signs to be latent, there 
may be no obvious respiratory abnormality, the 
familiar sign of the working of the ale nasi 
may not be present, and quite often the referred 
abdominal pain is accompanied by rigidity and 
vomiting. That acute observer and fine surgeon, 
the late Harold Barnard of the London Hospital, 
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was the first to bring this pitfall in diagnosis 
prominently to the notice of the profession in 
our country in 1902, but, as he says, it was des- 
eribed by Andral in 1836, by Sir Thomas 
Watson in 1871, and by Hilton Fagge in ‘‘Prin- 
ciples and Practice of Medicine,’’ 3rd edition. 
But there is a reference to it as far back as 
1831, in an article by Dr. Thomas Sutton ‘‘ Ob- 
servations on Peritonitis.’’ That the mistake 
often occurs is shown by the fact that every 
year I see perhaps half a dozen cases. I well 
remember being urgently summoned to the coun- 
try, and on arriving found the doctor, an anss- 
thetist, a room excellently arranged as an oper- 
ating theatre, and two nurses, all ready to 
undertake the operation for acute abdomen in 
the young hope of the family, who turned out 
to have a pleurisy. There have, too, been many 
eases of so-called ‘‘gastric influenza’’ but these 
are not so common in children as in adults. 

Of the acute peritonitis cases, those due to 
appendicitis are far and away the most common. 
Acute tuberculous peritonitis is occasionally 
seen; acute pneumococcal peritonitis seems to be 
getting more common. I do not believe one can 
differentiate between them in the early stages, 
that is, at the time when we have to decide 
whether to operate or not. The pain is gen- 
eralized in each case, and perhaps the only dif- 
ference lies in the fact that in acute tuberculous 
and pneumococcal peritonitis the temperature 
is higher than in appendix peritonitis, and that 
diarrhea is quite common in pneumococeal peri- 
tonitis; obviously not points which can decide a 
diagnosis of such difficulty. 

With regard to pain referred elsewhere from 
an acute abdomen, this is quite uncommon in 
children, though instances in adults are often 
seen. The only reference that has come under 
my notice are a few cases of appendicitis com- 
plaining of pain in the right hip joint, and it 
is doubtful how much of that may be due to 
adhesions or inflammation of the sheath of the 
psoas muscle. Certain cases of pelvie appendic- 
itis complain of pain on micturition, and this 
of course is a cystitis by extension rather than 
a referred pain. 

Instances of intestinal obstruction in children 
are limited almost to intussusception and adhe- 
sions in acute or tuberculous peritonitis. It is 
true that Meckel’s diverticulum causes obstruc- 
tion sometimes, but this occurs quite as fre- 
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quently in adults as in children. Intussusception 
occurs generally in the first six months of life, 
and one can say no more about the character of 
the pain than that it is certainly peristaltic, 
occurring in short spells, during which the baby 
eries, and draws up its legs on the abdomen, 
with intervals of freedom from pain. The diag- 
nosis is made, not by the character of the pain, 
but by the coincident signs, especially the tu- 
mour and the passage of blood and mucus by the 
rectum. It occurs, as you know, practically al- 
ways in male breast-fed babies, and it is one of 
the most, if not the most, readily recognized 
surgical emergencies of the abdomen. To this 
may be ascribed the low mortality since laparo- 
tomy was accepted as the only treatment. At the 
London Hospital, 1893-1895, 55 cases were 
treated with a mortality of 82 per cent. From 
1900-1905, 134 cases were treated with a mortal- 
ity of 57 per cent. At St. Bartholomew’s from 
1910-1913, 31 cases were treated with a mor- 
tality of 20 per cent. At the present day re- 
covery is the rule, and I may mention that my 
last 17 cases have got well. 

Pain is a most valuable sign in those cases of 
post-operative ileus following acute peritonitis. 
One comes across, from time to time, cases of 
general peritonitis, usually appendicular in 
origin, which two or three days after operation, 
develop symptoms of intestinal obstruction. In 
some of the cases, of course, the obstruction is 
due to intestinal paresis as the result of the 
persistence of the peritonitis, but in others it is 
due to adhesions generally at the lower end of 
the ileum between coils of gut whose serous coat 
had been injured by the inflammation, or which 
had become adherent owing to organized exuda- 
tion between them. In these cases the fixst sign 
is pain, peristaltic in character and followed 
after a short interval by vomiting and intestinal 
distension. The importance of this symptom, 
pain, is that it is a direct call for operation. 
It is no use waiting for vomiting and distension, 
indeed if you do so it will probably be too late. 
The abdomen must be opened, the obstruction 
rectified, and some form of drainage of the in- 
testine instituted, of which perhaps cxcostomy 
is best. If you find a residual pelvie abscess I 
believe that it is sufficient to drain it and the 
obstruction will be relieved. 

In tuberculous peritonitis intestinal obstruc- 
tion is a very serious complication, but an at- 





CARSON: 


tempt should be made to relieve it and in a fair 
pereentage of cases the trouble may be suffi- 
ciently localized for surgery to have a chance. 


CHRONIC ABDOMINAL PAIN 


We must now consider long standing subacute 
or chronie pain, and here we enter on a wide 
field of cases, with widely divergent disorders. 
It is the experience of all of us, whether physi- 
cians, surgeons, or general practitioners, to be 
consulted by parents, who complain that their 
child has frequent attacks of colicky abdominal 
pains. So common are these pains, and of so 
little apparent importance, that in many cases 
they are corrected by some simple aperient, ad- 
ministered by the mother, and the doctor is not 
consulted at all. I think we may agree that a 
healthy baby is a happy person, sleeping a great 
deal, and when awake inclined to take an in- 
terested, and indeed a rosy, view of its surround- 
ings. But in a baby, the complicated co-ordina- 
tion of peristalsis in its gastro-intestinal tract, 
is in the experimental stage, and it ‘‘pules and 
pukes in its mother’s arms.’’ Many external 
stimuli will cause this irregular peristalsis, per- 
haps a very common one being the health of the 
mother, with its effect upon the breast-milk. An 
excess of gas forms at one point, distends a sec- 
tion of gut, and a strong and probably painful 
peristalsis is set up. An interesting suggestion 
with regard to congenital pyloric stenosis has 
recently been made by Mr. Tyrrell Gray at Great 
Ormond Street Hospital. As you know, con- 
genital pyloric stenosis does not declare itself 
for two or three weeks as a rule, and this is 
explained on the grounds that, although a defi- 
nite hyperplasia is present at birth, this is not 
enough to cause obstruction, but to this is super- 
added a spasm of the pyloric sphincter in 
response to some stimulus. Mr. Gray suggests 
that this ‘‘last straw’’ may be provided by 
reflex irritation of a tight and adherent foreskin, 
and he advises that during the period of medical 
treatment, which should precede, and perhaps 
render unnecessary recourse to operation, a cir- 
ecumcision should be done if anything abnormal 
is found. 

I have no doubt in my own mind that intus- 
susception can be caused by irregular peristalsis 
in infants, and that it is not necessary to invoke 
the presence of an enlarged Peyer’s patch. 
However this may be, it is a commonplace to 
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meet with infants and children who suffer from 
colicky pains due undoubtedly to spasmodic con- 
traction of the circular muscular fibres of the 
small gut. In the great majority of these cases, 
these pains follow some dietetic indiscretion, the 
general health is’ not affected, and a simple 
remedy leads to a speedy cure. But many cases 
of obscure abdominal pain have an organic basis, 
and are really cases of temporary partial ob- 
struction. A little time ago a controversy was 
raging on the etiology of kinks and membranes 
in connection with the intestinal tract, and many 
arguments took place as to whether these bands 
were congenital or acquired. Professor Keith 
led the ‘‘congenital’’ school, and Sir Arbuthnot 
Lane the ‘‘aequired’’. No one, of course, was 
converted from the ranks of either side, but as 
a little contribution to the discussion, I may 
say that while I have seen many cases of trouble 
due to these causes in adults, I have never come 
across a child with intestinal stasis due to a 
Lane’s kink, or Jackson’s membrane, nor have 
I seen symptoms of enteroptosis in a child, com- 
mon as a mobile cecum is at that age, which 
seems to me to be evidence in favour of the 
‘‘aequired’’ point of view. Perhaps a case I 
operated upon recently comes under this head- 
ing. He was thirteen years of age, and had had 
colicky pains in the left hypochondrium and 
loin for three months or so, without any other 
symptom but malaise and loss of weight. The 
kidney was suspected, but an x-ray examination 
and a chemical examination of the urine showed 
no abnormality. Eventually an exploratory 
laparotomy was done, and the first part of the 
jejunum, just below the duodeno-jejunal flexure, 
was found curiously displaced and kinked, so 
that the duodenum was definitely dilated behind 
it. He also had a number of tuberculous mes- 
enteric glands, which may have originated the 
trouble, though no glands were found near the 
kinked jejunum. A plastic operation was done, 
and since then he has had no return of the pain. 

A very common cause of abdominal pain of 
the chronic type is the presence of enlarged 
tuberculous glands in the mesentery. These 
glands become infected with tubercle from the 
intestinal contents quite independently of any 
generalized tuberculosis, and they must not be 
confused with tuberculous peritonitis with which 
they have no connection. They are as much a 
local affection as are tuberculous glands in the 
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neck, and it is proved that they can become in- 
fected from the intestine without any breach in 
the mucosa. I am inclined to the view that be- 
fore a gland can become tuberculous, its resisting 
power must have been reduced by some preced- 
ing (?septic) invasion. We see many examples 
of this in the neck where decayed teeth, septic 
tonsils, and adenoids originate an enlargement of 
the lymphatic glands which later become tuber- 
culous. If this is so, it explains the fact that the 
mesenteric glands most often affected are those 
into which drain the lymphatics of the part of 
the intestinal tract where bacterial activity is at 
its highest, namely, the lower end of the ileum, 
and the cecum. The glands in their early stage 
are soft, semi-transparent, non-adherent. In the 
second stage ecaseation has occurred, and in this 
stage the serous covering often becomes involved, 
adhesions occur, and the condition may develop 
into the so-called fibrino-caseous stage, which has 
been, wrongly I think, described under tuber- 
culous peritonitis. In the last stage, the glands 
become calcified, and, unless the serous coat has 
been implicated in the caseous stage, they are 
innocuous. To what symptoms do they give 
rise, and how are they to be diagnosed? Un- 
doubtedly pain is the prominent symptom. It 
occurs in short spells, only a few minutes at a 
time, may be severe enough to make the child 
ery, is relieved by pressure and heat, passes off 
as suddenly as it comes, and until the next 
attack comes, the child is free from discomfort. 
These attacks may occur several times a day, 
and often seem to come for a few days, and 


then disappear for a week or two. There is no 


sickness, no diarrhea; constipation perhaps, but 


this is not the rule. The children do not look 
robust, and one is generally told that they do 
not join in games with other children. 


FataL POISONING wiTH ASPIRIN.—F. G. Hitch de- 
scribes a case of this kind. The ordinary non-fatal cases 
have usually been due to regular medicinal doses in the 
case of persons possessing an idiosyncrasy to the drug. 
The usual symptoms are transient urticaria and localized 
edema. Other features are 
weakness, 


occasional palpitation, 
progressive unconsciousness, and 
The case recorded by Hitch was due 
to a massive intake of approximately 1,000 grains of 
aspirin. The patient, a man of 31 years, about 12 hours 


after taking the drug, became very drowsy, was mentally 


dyspnea, 
dark green urine. 
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They generally say the pain is felt near the 
umbilicus. Examination of the abdomen does 
not tell one very much. The enlarged glands 
ean be felt sometimes, generally in the right 
iliac fossa, or under the right rectus below the 
umbilicus level but often they cannot be pal- 
pated. There is a slight degree of flatulent dis- 
tension, and often local tender areas. The 
tongue is coated, but there is not often any 
pyrexia. An x-ray photograph is sometimes con- 
clusive, especially if the glands are calcified, but 
easeating glands, unless in large masses, do not 
throw a clear shadow. The x-ray picture of a 
calcified gland may resemble very clearly indeed 
an impacted stone in the ureter, and as the pains 
are rather indefinite, the differential diagnosis 
may be difficult. Impacted stones in the ureter, 
however, are rare in children, while tuberculous 
mesenteric glands are common, and impaction 
in the ureter is associated with kidney pain and 
frequency of micturition, and some change in 
the urine, so that the diagnosis can be estab- 
lished. The importance of the recognition of 
these glands lies in the frequency with which 
they give rise to complications. These compli- 
cations are always of the type of chronic or 
acute intestinal obstruction of the small gut, 
and that they are of common occurrence is 
shown by the fact that in a consecutive series of 
fifty cases in my practice, fifteen of them had 
some form of obstruction. The usual form is a 
kink due to adhesions between the caseating 
gland and the gut, or between adjacent coils of 
gut round a caseating gland, but three of my 
eases had intussusception as a complication. 
Several of these complicated cases had no special 
symptoms other than those usually found in the 
uncomplicated, and this very difficulty of diag- 
nosing complications is a strong plea in favour 
of surgical rather than medical treatment. 


confused, and unable to concentrate. On admission to 
the Royal Naval Hospital, Haslar, he was sweating pro- 
fusely and partially comatose. The pupils reacted 
normally, and the other reflexes could be elicited. There 
seemed to be some discomfort in the epigastric region, 
with general cutaneous hyperesthesia. The pulse was 
130; respirations, 36; temperature, 100°. Two hours 
after admission he became deeply cyanosed and extremely 
dyspneic. There was no vomiting. An hour later the 
man developed a tetanic convulsion in which he died.— 
J. Roy. Naval Med. Service, p.. 295, 1929. 
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RUPTURE OF THE LIVER 


By P. H. T. THoruaxson, M.D., C.M., M.R.C.S., (ENa.), 
Surgeon to the Out-patients Department, Winnipeg General Hospital, 
AND 


A. W. S. Hay, M.D., 


Demonstrator in Anatomy, University of Manitoba, 
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]_ ACERATION of the liver is probably one of 

the rarest emergencies which presents itself 
to the surgeon. In five years, among 3,900 
accident cases brought into the casualty room 
at the Winnipeg General Hospital, there were 
only three cases of ruptured liver. In twenty 
years there were admitted to the wards of the 
same institution only eleven cases of ruptured 
live; among a total of 200,000 admissions. 
Though rare, it is an emergency which has 
proved to be quite amenable to early surgical 
treatment. The importance of early recognition 
and prompt surgical measures can best be em- 
phasized by Thole’s' statistics, which show, 
roughly, that for each hour’s delay the patient’s 
chances for recovery are diminished by 2 to 5 
per cent. After a delay of over seventy-two 
hours operation is usually contra-indicated, 
inasmuch as it will probably hasten the end of 
an already moribund patient, or retard the 
recovery of a less severely injured patient, on 
whom an operation is unnecessary. 

Gunshot and stab wounds which loom so 
largely in the reports from certain places are 
of relatively little importance in this country. 
Boljarski (Russia),* reporting in 1911, found 
two gunshot wounds, fifty-five stab wounds, 
and only eight ruptures of the liver in his 
total of sixty-five cases. ‘The mortality in this 
series from rupture was 100 per cent, whereas 
the mortality from stab wounds was 40 per 
cent. Other statistics show a similar relation- 
ship in the mortality of these two types of 
injury. The series of cases reported in this 
paper is comprised entirely of patients suffer- 
ing from the most serious type of liver injury, 
namely rupture. 

The liver is an organ which, by virtue of 
several factors, is particularly liable to injury 





when the body as a whole is subjected to any 
severe trauma. Its large size, its consistency, 
its friability, and above all its fixed position 
between the unyielding prominent vertebral 
column posteriorly, and the firm costal margin 
and the abdominal wall anteriorly, all combine 
to render the liver particularly vulnerable to 
external forces. The fact that the site of injury 
is most commonly along the posterior surface 
where the liver lies in contact with the verte- 
bral column indicates that antero-posterior 
compression is the commonest cause of lacera- 
tion. This was so in two of the cases with 
which the writers had personal experience 
(Cases 9 and 11). 
SYMPTOMATOLGY 

The chief clinical features of ruptured liver 
are due to free hemorrhage into the peritoneal 
cavity and the findings resulting therefrom. 
The patient becomes pale and weak, as the 


bleeding continues, later is restless and 
dyspneic. The pulse becomes more frequent 


and more compressible, and the blood pressure 
falls. There may or may not be shifting dull- 
ness in the abdomen, due to the outpouring of 
blood into the peritoneal cavity. Should the 
blood be in the posterior part of the abdomen 
and encysted, its presence may be difficult to 
demonstrate. The blood may eveu gravitate to 
the pelvis and form a pelvic hematocele. Severe 
pain in the right upper abdomen, tenderness 
and muscular rigidity are invariably present. 
The temperature is sub-normal for the first few 
hours, and then gradually rises, if the patient 
reacts at all favourably. A blood examination 
at intervals shows a progressive decline in the 
red cells and hemoglobin, but an increase in the 
number of leucocytes. The leucocytosis associ- 
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ated with internal hemorrhage bears a constant 
relationship to the amount and duration of the 
hemorrhage. The work of Wright and Living- 
stone* is interesting in this connection. They 
have shown that in cases of internal hemorrhage 
leucocytosis occurs only if the hemorrhage 
takes place into a serous cavity. The rise of 
the leucocyte count starts an hour or two after 
the hemorrhage. It reaches a maximum which 
is one-half to three times the normal in six to 
ten hours. 


DIFFERENTIAL DIAGNOSIS 


The history of some traumatism, usually 
severe, is essential to the diagnosis of this con- 
dition. Most commonly it is due to a fall, a 
blow on the upper abdomen, or to crushing 
between two hard bodies. 


The first condition to be considercd in all 
patients subjected to such trauma is primary 
shock, and the immediate problem is to decide 
whether one is dealing simply with a case of 
shock alone or shock accompanying. internal 
injuries. At first, even when the liver is rup- 
tured, the symptoms of shock dominate the 
picture, and the evidence of internal hemor- 
rhage may not appear until recovery from the 
shock begins. This is well illustrated in case 
11 in our series. This patient was admitted 
in a state of extreme shock and rupture of the 
liver was suspected. The blood count on ad- 
mission was normal. <A second blood count four 
hours later revealed no change, the patient still 
being in a state of shock. Twelve hours later, 
although she was recovering from the shock as 
indicated by a stronger pulse and a higher 
blood pressure, the signs of internal hemor- 
rhage became increasingly manifest. A third 
blood count done at this stage showed a marked 
diminution in red cells and hemoglobin. On 
the other hand, in a ease of uncomplicated 
shock recovery would have been well under way 
by this time, and a blood examination would 
have shown no change. These facts illustrate the 
value of routine full blood examinations in all 
patients brought into the casualty room suffer- 
ing from any severe injury. 


After the initial shock has passed, it then 
becomes obvious, if the diagnosis has not al- 
ready been made, that one is dealing with an 
injury which demands further consideration. 
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A fracture of the ribs can be excluded by the 
absence of chest pain on deep breathing, the 
failure to detect points of tenderness along the 
ribs, and the absence of x-ray findings. Injury 
to the lung tissue would most likely be accom- 
panied by a fracture of one or more ribs, and 
would give rise to other suggestive findings 
such as hemoptysis, an area of dullness, or 
abnormal breath sounds. A contusion of the 
abdominal wall, if uncomplicated, does not give 
rise to any more symptoms than those detailed 
under shock, and should be easily recognized 
by the localized tenderness and the obvious 
evidence of trauma such as lacerations or a sub- 
cutaneous hematoma. A much wore difficult 
problem presents itself, however, when these 
possibilities have been excluded and_ the 
patient’s symptoms are still unexplained. 

Rupture of the stomach is a_ possibility, 
especially if the patient has recently had a full 
meal. In this condition the shock is severe and 
prolonged. There is severe epigastric pain and 
vomiting. Hematemesis will invariably occur. 
Early death from shock is a frequent occur- 
rence. If the stomach is empty at the time of 
the accident a localized abscess may develop, 
and in this event the outlook is more hopeful. 
Within a few hours of the time of injury one 
ean get valuable evidence for or against rupture 
of the stomach or bowel by taking a clear 
skiagram of the abdomen with the patient on 
his side. If the stomach or bowel is perforated, 
a fluid level with gas above it can often be 
demonstrated. 


In rupture of the kidney, the pain will be 


localized to the loin and lumbar region. The 
shock will be severe, but less prolonged than 
in rupture of the stomach. A urine analysis 
showing blood cells would be quite suggestive. 
It would be extremely rare to have a ruptured 
kidney without finding blood in the urine. 

In rupture of the bladder, the traumatized 
area is lower than in ruptured liver, and the 
pain is in the lower rather than in the upper 
abdomen. The patient may void some blood- 
stained urine or may not void at all. {it may be 
possible to obtain some blood and urine with 
the catheter, or nothing may be obtained even 
after frequent attempts at catheterization. 
If one introduces a measured amount of normal 
saline and gets back none, or only a part, 
through the catheter, one can be sure that the 











bladder is ruptured. General peritonitis super- 
venes if the rupture is intra-peritoneal or a 
localized abscess if the rupture is extra- 
peritoneal. Vaughan and Rudnick’ report a 
series of four cases all of whom died, two from 
primary shock due to the injury, one from shock 
on the operating table, and a fourth from post- 
operative pneumonia. , 

Rupture of the spleen is the last condition to 
be considered, because the treatment is along the 
same lines as for ruptured liver, and because 
the symptoms are practically identical. The 
hemorrhage in these cases is much more severe, 
because the blood coming to the spleen is 
arterial and under high tension whereas that 
coming to the liver is largely venous and under 
low tension. The prognosis therefore is much 
more grave if the diagnosis of ruptured spleen 
is made, and treatment must be even more 
expeditious than in the case of a ruptured liver. 
MecCracken® reports a series of nineteen cases 
treated with and without operation. Fifty- 
eight per cent recovered and 42 per cent died. 
Of the eight patients who died five had been 
operated on, but they were all in desperate 
condition when brought in. Of the eleven 
patients who survived only three had not been 
operated on. 

Our series comprises eleven cases studied 
from the records of the Winnipeg General Hos- 
pital, taken over a period of twenty years. 
Two of them are recorded in greater detail 
because they have come under observation 
during the past year. 


CASE 1 


Mr. C. H., aged 30 years. He was struck in the 
epigastrium by a board, June 25, 1910. On admission 
his pulse was 104; temperature, 100° respirations, 24. 
He complained of pain throughout the abdomen. The 
abdomen was distended and dull. A blood examination 
was made on July Ist. The red blood cells were 
2,500,000 per emm.; white bloods cells, 15,000 

Operation was performed on July 2nd. A laceration 
was found in the anterior border of liver with free 
blood and bile in the peritoneal cavity. The laceration 
was sutured and the abdomen drained. There was a 
discharge from the wound for thirty days. Goode re- 
covery followed in thirty-nine days. 


CASE 2 


Mr. B. B., aged 22 years. He was crushed between 
two cars, July 1, 1913. On admission his pulse was 92; 
temperature, 96°; respirations, 20. The skin was pale. 
The extremities cold and the abdomen generally rigid 
and tender in the right upper quadrant. He vomited 
blood. The white blood cells numbered 28,900 per emm. 

Operation was performed on August 3rd. Ruptures 
of the right lobe of the liver and of the spleen were 
found; the wounds were packed and the abdomen 
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drained. The patient died on August 9th. At autopsy 
streptoccccal peritonitis was found and rupture of liver, 
spleen, pancreas, and left kidney. 


CasE 3 
Mr. J. S., aged 23 years. 
loaded wagon, July 20, 1914. When admitted he was 
unconscious. His pulse was 110; temperature, 100°; 
respirations, 26. He was very pale. When conscious- 
ness was regained he complained of pain and tenderness 
in the upper right abdomen. The liver dullness was in- 
creased and shifting dullness was present in flanks. 
Operation performed on July 30th. A deep lacera- 
tion was found in the right lobe of the liver on the 


He was run over by a 


posterior surface. This was packed and drained. The 
packing and tube were removed in eight days. The 


patient developed a liver abscess, which was drained, 
but made a good recovery in seventy-eight days. 


CASE 4 


Mrs. E. T., aged 30 years. She was struck on the 
abdomen by a heavy instrument on March 26, 1918. 
When admitted her pulse was 120; temperature, 96°; 
respirations, 30. She complained of pain in the right 
lower chest and upper abdomen. The abdomen was dis- 
tended and dull on percussion in the right hypo- 
chondrium. 

Operation was performed on March 29th. A huge 
laceration of the right lobe of liver was found with 
profuse intraperitoneal hemorrhage. The laceration was 
packed and the abdomen drained for six days. The 
packing was removed on the sixth day. Good recovery 
followed in nineteen days. 


CASE 5 


Mr. D. T., aged 28 years. He was knocked down 
by a runaway team on March 19, 1918, and was admitted 
immediately to the hospital. He complained of severe 
pain in the upper abdomen, and was in a state of 
collapse. His pulse was 94; temperature 99°. The ab- 
domen was rigid and tender throughout. The leucocytes 
numbered 11,600 per emm. 

Operation was performed on March 26th. The find- 
ings were, laceration of the right anterior border of the 
liver. The laceration was sutured without drainage. The 
patient died of pneumonia on March 30th. 


CASE 6 

Mr. M. C., aged 36 years, suffering from chronic 
nephritis. He jumped from the third storey window of 
a building in an attempt at suicide, February 18, 1923. 
He was brought into hospital unconscious and died one 
and a quarter hours later. Autopsy showed extensive 
rupture of the right lobe of liver with profuse intra- 
peritoneal hemorrhage; fracture of the twelfth dorsal 
vertebra; and injury to the spinal cord. 


CASE 7 


Mr. E. H., aged 29 years. He was thrown against 
a telephone pole from a racing car on June 17, 1923, 
and died ten minutes after reaching the hospital. 
Autopsy showed a huge rent in the right lobe of the 
liver; rupture of the right kidney; and fractures of the 
ribs and right femur. 


CASE 8 


Mr. D. T., aged 37 years, was run over by a loaded 
wagon on June 18, 1923. On admission to hospital his 
pulse was 100; temperature, 100°; respirations, 35. He 
was in a condition of extreme shock, and complained of 
extreme pain and tenderness in the upper right abdomen. 
The leucocyte count was 31,000 per cmm. 

Operation was performed on June 19th. General 
peritonitis and laceration of right lobe of liver were 
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found. The laceration was packed and the abdomen 
drained. The drainage tube was removed on June 22nd. 
The patient died on July 2nd with peritonitis. 


CASE 9 


Miss E. B., aged 6 years was run over by a wagon 
on September 8, 1927. On admission, September 9th, 
her pulse was 124; temperature, 99.4°; respirations, 30. 
She was in a state of collapse, pale semi-conscious; and 
there was a shifting dullness in the flanks. Red blood 
cells numbered 1,930,000 per emm.; hemoglobin, 25 per 
vent. 

Operation was performed on September 9th. A tear 
was found one and a half inches long in the posterior 
surface of the right lobe of the liver. Considerable 
blood and bile were free in the peritoneal cavity. The 
tear was sutured and the wound closed without drainage. 
The patient was in hospital for forty days; she made 
good recovery. 


CASE 19 


Mr. J .L., aged 45 years, was thrown against a 
wood pile on March 16, 1928. On admission his pulse 
was 68; temperature, 95°; respirations, 30. He was 
semi-conscious, perspiring freely, and complained of pain 
in right upper abdomen. The abdomen generally was 
rigid and tender. He became quite jaundiced within 
twenty-four hours of admission; the icterus index was 
70. On March 23rd, he had an attack of very severe 
pain in upper right abdomen, lasting half an hour; the 
abdomen was very rigid. The jaundice gradually 
diminished until on March 24th the icterus index was 
28. Every day after March 23rd the patient had attacks 
of severe upper abdominal pain. On March 24th and 
26th he passed large amounts of dark red blood by 
bowel. No cough or elevation of temperature was noted. 
Blood examination on March 27th showed red blood 
cells 1,980,000; hemoglobin 40 per cent. Transfusion 
of 450 e.c. of whole blood. He died on April 4th. 

Diagnosis.—Internal injuries of doubtful nature. 

Autopsy revealed a lobar pneumonia. There were 
a large number of partly healed wounds in the right 
lobe of the liver. In the centre of this lobe was a 
large area of necrotic tissue, part of which had com- 
pletely broken down. The hepatic ducts, common duct, 
cystic duct, and gall bladder were filled with blood. 
There was considerable old blood in the peritoneal cavity. 


CASE 11 


Miss L. O., aged 22 years, was knocked down by an 
automobile at 7.20 p.m. on November 30, 1927. She was 
admitted unconscious at 7.40 p.m., but regained con- 
sciousness a few minutes later. There were several minor 
external injuries. Patient was in a state of extreme 
shock. 

On cxamination, a pale girl, restless, and trembling 
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from head to foot. She answered questions in a dazed 
fashion, then lapsed into a semi-conscious state. Her 
pulse was 130, of low tension; temperature, 99°; respir- 
ations, 22. Her blood pressure was systolic 95, diastolic 
68. There were minor contusions on the head and neck. 
There was no evidence of fractured skull. Eyes: the 
pupils were equal and reacted normally. Heart and 
lungs were negative. Her abdomen was of normal 
contour, with the movements restrained; there was 
marked tenderness and rigidity over the right upper 
quadrant; the percussion note was normal, even well 
around to flanks. The spine and extremities were nega- 
tive. Blood examination, just after admission, gave red 
blood cells, 5,000,000 -:per emm.; hemoglobin, 90 per 
cent. 

Urine: a few red blood cells in one sample. 

Diagnosis. — Ruptured liver; cerebral concussion; 
minor contusions. 

December ist, 9 a.m.—Her general condition was 
better; the shock less marked. Her pulse was 100, of 
fair tension; temperature 101°; respirations, 24. Her 
blood pressure was systolic 115, diastolic 84. The ab- 
dominal condition was worse, rigid and tender through- 
out, especially in the right hypochondrium; no dullness 
in the flanks. The red blood cells numbered 3,680,000 
per cmm.; hemoglobin 70 per cent. In view of the 
increasing anemia and the extreme tenderness in the 
upper abdomen an exploratory laparotomy was advised. 

Operation performed on December 1, 1927, under 
gas anesthesia. A right rectus incision was made. As 
soon as the peritoneum was opened a large quantity of 
blood welled forth. Most of the bleeding was apparently 
coming from the liver. On investigation, a tear was 
found on the under surface of the right lobe, extending 
forward across the whole of the lower surface of the 
organ. It was fully three-quarters of an inch deep. 


Obviously the tear was too extensive and the hemorrhage 


too severe for suturing. There was a similar but shal- 
lower tear on the dome of the right lobe. <A large piece 
of gauze was packed into the deeper tear and separated 
off from the other viscera by means of a piece of 
venetian cloth. The patient’s condition on return to 
the ward was only fair, but she rallied within twenty- 
four hours of the operation. 

Following the operation there was a fairly profuse 
discharge of bile mixed with blood, which gradually 
diminished and ceased entirely in three weeks. The 
packing was loosened on the fifth day, and removed 
entirely on the sixth day. The patient developed what 
was considered to be a duodenal fistula on January 7, 
1928, but on continuous suction this cleared up by 
February 5. She was discharged on February 28th, 
ninety days after the accident. She reported on October 
15, 1928, feeling quite well, apart from occasional at- 
tacks of rather sharp pain in the right lower chest 
posteriorly. Examination did not reveal any cause for 
this. This trouble has since completely cleared up. 


TABLE SHOWING SEVERITY OF INJURY AND COMPLICATIONS IN RELATION TO MORTALITY 


Name 


H. 
B. 


Nature of Injury 


Laceration 
Laceration 
Laceration 
Laceration 


anterior border of liver.. 
left lobe, deep......... 
RIUM HOO. snows cen ces 
POPE BONG. x 6505450008 


° Rupture, spleen, pancreas.......... 


Complicating Injuries Result 


. Recovery. 

. Died. 
Recovery. 

- None sila e's pals/s olan 4 RPE. 


- None 


. None 


Laceration right anterior border. . 
Laceration right lobe............ 
Rupture right lobe, deep......... 


- Post-operative pneumonia ... . Died. 
- Fracture of spine. Twelth dorsal... . Died. 
. Rupture right kidney. Fractured 
ribs. Fractured right femur...... 
. Peritonitis 
. None elietel ae 
- Hemorrhage, via common duct into 
bowel .. Died. 
Deep laceration, right lobe and dome.. Cerebral concussion ................. Recovery. 


HE OR SWS 
Hone? 


. Died. 
.. Died. 
. . Recovery. 


Extensive laceration, right lobe...... 
Slight tear lower surface of liver..... 
Several deep lacerations, right lobe.. 
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The mortality in ihe cases operated on was 
37.5 per cent. Among these cases the chief 
factors contributing to the high rate were: 
(1) multiplicity of injuries; (2) the length of 
interval between injury and operation. 


TREATMENT 


The indications are first to treat the primary 
shock over a period of several hours after the 
accident, especially if the injuries are at all 
severe. If the patient recovers from the shock 
there is some hope that operative measures for 
hemostasis may be successful in saving life, 
but if the injury is so severe that treatment of 
the shock fails, then the outlook without 
operation is very gloomy indeed, and with 
operation it is almost certainly death. Cheyne 
and Burghard’ hold a contrary opinion. 
claim that if the injury is very severe the patient 
will not recover from the primary shock until 
the hemorrhage is arrested, and, therefore, 
operation is urgently required as soon as the 
diagnosis is made. They advocate free ex- 
posure and hemostasis at the earliest possible 
moment, regardless of the degree of shock 
manifested by the patient. McCracken, (loc. 
cit.) however, in dealing with ruptured spleen, 
in which the necessity of arresting hemorrhage 
at the earliest possible moment is even more 
obvious, has come to the conclusion, after sum- 
ming up his nineteen cases, that patients ad- 
mitted in severe shock should not be operated on 
at onee. They should be tided over the shock if 
possible, and only when this is past should 
surgical measures be applied. 

In the treatment of shock the usual methods 
of elevating the foot of the bed and applying 
external heat should be employed. Plenty of 
fluids should be administered per rectum and 
by the subeutaneous route. Stimulants should 
not be given, as they tend to inerease the 
frequency and force of the heart beat and 
therefore increase the possibility of hemor- 


rhage. Morphine to quiet the patient is 
indicated. As soon as there is any improve- 


ment in the patient’s general condition, and 
if the evidence points to eontinued internal 
hemorrhage, surgical intervention should be 
considered. If the clinical findings and the 
blood examination indicate a very decided loss 
of blood, it may be advisable to give the patient 
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a blood transfusion either just before cr during 
the operation for hemostasis. 
The placing of the incision has, we believe, an 


important bearing on convalescence. The upyer 
right transverse incision has certain definite ad- 
vantages over the longitudinal incision. First: 
the upper abdomen and especially the right 
lobe of the liver can be thoroughly explored. 
Second: the gauze packing can be brought. out 
well around towards the flank, away from the 
pylorus and duodenum, thereby avoiding 
symptom-producing adhesions around these 
structures. Third: in our expericnee with this 
incision in the surgery of the gall bladder pest- 
operative hernia does not oceur, even when 
prolonged drainage is necessary. After using 
this incision for four years we have had only 
one small epigastric hernia in the midline 
which was easily repaired under lecal anws- 
thesia. 

During the actual operation the patient’s 
condition is usually extremely serious. The 
details of the operaiion should be carefully 
planned and expeditiously carried out. To find 
the site of rupture it may be necessary to 
explore the dome of the liver, or even to tilt 
the whole organ forward so as to expose the 
lower surface. In fact, it is along the postero- 
inferior surface that the rupture most fre- 
quently occurs. The methods recommended for 
the control of hemorrhage from the site of 
laceration are: 

1. Compression of the vessels in front of the 
foramen of Winslow.—Immediate and complete 
control of hemorrhage from whatever part of 
the liver, and from a laceration even of huge 
proportions, may be effected by conipressing 
the portal veins and hepatie artery in the 
gastro-hepatic omentum just in front of the 
foramen of Winslow. The fingers of an 
assistant are sufficient, and may be used for 
this purpose provided that the assistant’s arm 
does not interfere with the surgeon. It it does, 
a clamp protected by rubber tubes, gently 
applied, will serve the same purpose quite 
efficiently. 

2. Packing.—This has the advantage of being 
easily employed and certain in its immediate 
results. It has the disadvantage of (a) having 
to be removed, which may lead to secondary 
hemorrhage; (b), of possibly giving rise to 
adhesions which may later cause serious dis- 
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ability. The possibility of adhesions develop- 
ing may be partly overcome by placing a strip 
of venetian cloth between the packing and the 
viscera. The danger of secondary hemorrhage 
may be minimized by leaving the packing in 
for four or five days, and then removing it 
gradually over a period of two or three days. 
In this series the average duration of drainage 
was forty-three days. 

3. Suture—This may be very difficult on 
account of the inaccessible site of some tears. 
It is also likely to be ineffectual on account of 
the friability of the liver tissue and the likeli- 
hood of the sutures tearing out. If the rent is 
small and accessible however, this method is 
ideal, because it does away with the packing, 
thereby minimizing adhesions, and it makes 
possible primary suture of the abdominal in- 
cision, with perhaps only a few days’ drainage 
through a small tube. 

4. Cauterization—tThis is rapid and simple. 
It is effectual if the bleeding is not very pro- 
fuse, but is dangerous because of the likelihood 
of secondary hemorrhage as soon 
coagulated tissues begin to slough. 


as the 


SUMMARY 


1. The importance of early diagnosis and 
treatment is obvious. 

2. The type of injury plays an important part 
in prognosis. 

3. In rupture of the liver, according to this 


THE EFFECT OF QUINIDINE SULPHATE ON VENTRICULAR 
TACHYCARDIA— Samuel A. Levine and Marshall N. 
Fulton, report their experiences with this drug in ten 
eases. The exact dosage is a variable matter and must 
be determined by trial and error. They usually begin 
with 0.3 Gm. of quinidine sulphate and repeat the dose 
every four to six hours, raising it 0.1 or 0.2 Gm. each 
dose or in urgent cases even more rapidly. In one in- 
stance it was necessary to give 1.5 Gm. five times within 
twenty-four hours before a normal rhythm was estab- 
lished, less than this amount being ineffective. After the 
return of the normal rhythm the patient is kept for a 
variable length of time on 0.2 or 0.3 Gm. three times a 
day or oftener if necessary. Quinidine sulphate has in 
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series, the presence of other complicating 


injuries is one of the chief factors in determin- 
ing the ultimate result. 

4. In the treatment of ruptured liver, the 
importance of the pre-operative period of ob- 
servation cannot be overstressed. Repeated 
observations of the following points are of th 
greatest value in reaching a decision as to the 
optimum time for operation. (a) Pulse rate 
and temperature. (b) Blood pressure. (c) 
Red blood cells, hemoglobin, and leucocytes. 

5. We wish to stress the value of a routine 
complete blood count in all eases with severe 
injuries brought into the casualty room. Com- 
parative blood counts are valuable later in 


guiding one as to differential diagnosis and 
treatment. 


6. The advantages of the upper right trans- 
verse incision are mentioned. 
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SHOCK is rarely severe. 


Its degree is more 
accurately determined by the blood pres- 


sure than by any other single indicator. Its 
differentiation from concealed hamorrhage will 
be greatly helped if an hourly record of the 
pulse rate and systolic blood-pressure after the 
patient’s return from the operating room has 
been kept by the nurse. In shock the record 
will show a steady continuous decline, reaching 
the minimum pressure in from three to twelve 
hours, while in concealed hemorrhage the 
record is likely to show a rise preceding the 
decline. The trained nurse can be taught to 
take the systolic blood pressure as well as she 
takes the pulse rate. The shocked patient is 
lethargic, while mental alertness and anxiety 
characterize the bleeding patient. 


Until the pathogenesis of shock has been 
more fully determined we must rely on clinical 
experience to guide us in its prevention and 
treatment. I have several times observed a rise 
of five to ten points in blood pressure after 
elevating the foot of the bed. A systolic 
pressure of 100 demands close watching. When 
it sinks to 80 every means must be fully 
utilized to combat shock. By far the most 
important of these is the introduction of fluid 
into the circulation, especially the transfusion 
of blood. The only drugs that are useful are 
morphine in sufficient quantity to relieve pain 
and restlessness, and adrenalin. The latter is 
given intravenously along with the saline solu- 
tion, by injecting into the lumen of the rubber 
tube conveying the saline solution to the vein, 
5 minims of the 1-1,000 adrenalin solution every 
fifteen to twenty minutes. When given with 
the subcutaneous saline it delays absorption 
from the tissues and thus predisposes to 
abscess formation by creating a place of 
lessened resistance. As its action is rapid and 
of short duration, about ten to twenty minutes, 
small doses frequently repeated should be given 





*Read at a meeting of the Winnipeg Medical 
Society, March 15, 1929. 
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until the blood pressure rises to 100. Ephedrine, 
which has a more prolonged action, may prove 
better than adrenalin. 


THe PosTURE OF THE PATIENT IN BED 


On his return from the operating room the 
patient is placed upon his back without a 
pillow, and the face turned to one side in order 
to bring the mouth below the level of the 
larynx and thus fayour the outflow of vomitus 
or pharyngeal secretions. This posture is main- 
tained until consciousness has returned. 

How long is it advisable to keep the patient 
in the dorsal position? The answer to this 
question is suggested by the fact that the 
normal human being during sleep changes his 
position many times. Also, it is known that 
the dorsal position, if prolonged. predisposes 
to,— (1) hypostatie congestion of the lungs, 
especially in patients with feeble circulation; 
(2) compression of the duodenum between the 
superior mesenteric artery and the aorta, an 
important factor in the causation of acute 
dilatation of the stomach, particularly in 
patients with visceral ptosis; and (3) slowing 
of the venous return from the left leg, owing 
to compression of the left common iliac vein by 
the overlying right common iliac artery. For 
these reasons, unless some definite contra- 
indication exists, a change should be made after 
the first six or eight hours to the lateral 
position. The discomfort ‘nvolved in making 
the change is slight. In the lateral position 
the patient can be made comfortable by support- 
ing the back with pillows, a pillow under the 
forearm and elbow of the elevated side, and, in 
the ease of thin patients, a pillow between the 
knees. 


The head and shoulders should be elevated by 
adjusting the Gatch bed, or by means of a 
backrest, as soon as the state of the circulation 
(as indicated by the systolic blood pressure) 
permits, the degree of elevation depending upon 
the nature of the operation and the condition 
of the circulation. 
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URINATION 


Overdistension of the bladder and the un- 
necessary use of the catheter are both to be 
avoided. The filling of the bladder depends 
not so much upon the length of time since the 
operation as upon several other factors. From 
the total intake of fluids should be deducted; 
(1) loss of blood during the operation, (2) loss 
through the skin and respiratory tract, (3) loss 
through vomiting and, (4) an additional 10 oz. 
for each hour’s ether anesthesia. It should be 
remembered also that a low blood pressure 
lessens the secretion of urine. From 30 to 50 
oz. are required to replace the loss of fluids 
through these channels. The total intake 
divided by four, in the average ease, will give, 
approximately, the quantity of urine in the 
bladder. An estimation based upon these con- 
siderations, is, at least, a better guide for the 
nurse than the clock. A full bladder shouid be 
emptied. 

When the usual expedients have failed to 
induce voiding the sitting posture will often 
During the first three days after 
operation the catgut sutures may be relied upon 
to withstand the strain of the sitting posture, 
but after the fifth day softening has cecurred 
to such a degree that loosening of the knots is 
likely to oceur. If the condition of the cireula- 
tion permits, the patient should be supported in 
the sitting posture or, in the case of vigorous 
patients, even allowed to sit on the side of the 
bed, before the use of the catheter is resorted 
to. Urotropin, in doses of 10 to 20 grains 
every three hours, should be given as a urinary 
antiseptic. By irritating the vesical neck it 
stimulates urination. 

The frequent voiding of small quantities, or 
a constant leak, may occur with overdistension, 
especially in female patients. Palpation in the 
suprapubic region will detect a distended blad- 
der which should be emptied by catheter. Once 
begun, catheterization usually has to be re- 
peated for several days. 


succeed. 


Post-OPERATIVE NAUSEA AND VOMITING 


The pre-operative dose of morphia, some- 
times the nature of the operation, and the 
general anesthetic, are causes of nausea and 


vomiting. Rarely does the patient escape this 
distressing effect of anesthesia, especially of 
ether. As the strain placed upon the abdominal 


wall endangers the integrity of the sutures, 
especially those coaptating the peritoneum and 
the posterior sheath of the rectus muscle, its 
prevention, as far as possible, is highly impor- 
tant. The retching which brings up a small 
quantity of mucus laden with ether can be 
stopped by giving one or two glassfuls of warm 
water in which has been dissolved a teaspoonful 
of bicarbonate of soda. This is soon vomited, 
coming up without strain, after which the 
patient will rest for an hour or more. When 
nausea returns the soda solution may be re- 
peated. By this means vomiting is made easier 
and less frequent and the ether-laden mucus is 
got rid of. Fresh air also helps in the elimina- 
tion of ether through the respiratory tract. 

Vomiting due to the anesthetic should cease 
within 24 hours. If it recurs during the second 
twenty-four hours, or later, some other cause 
must be looked for, such as too much or un- 
suitable food, acute dilatation of the stomach, 
a disturbance of the acid-alkaline relation in 
the blood (acidosis or alkalosis), and intestinal 
obstruction. 


ACUTE DILATATION OF THE STOMACH 


In a minor degree this is a fairly common 
post-operative complication, particularly after 
operations on the biliary tract, and it may 
occur in a patient confined to bed from any 
cause. Its causation is not known with cer- 
tainty. Some authorities emphasize the distur- 
bance of the neuromuscular mechanism of the 
stomach, due to the trauma of the operation 
or to toxemia, while others place greater stress 
on the stasis in the duodenum resulting from 
its compression by the root of the mesentery. 
In my eases the latter has seemed to be the 
more important factor. Usually the duodenum 
is found at autopsy to be distended down to 
the root of the mesentery, the pylorus wide 
open, and the stomach distended with a 
brownish liquid. It has been shown in animal 
experiments that stasis, especially in the upper 
part of the alimentary canal, is associated with 
a decrease in blocd chlorides. In acute 
gastrectasia there is a great secretion of liquid 
rich in chlorides into the cavity of the stomach 
and duodenum, which, being vomited, deprives 
the system of both water and enlorides. The 
non-protein nitrogen content of the blood is in- 
creased in acute dilatation of the stomach as it 
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is in all abdominal diseases. Early recogni- 
tion and treatment will prevent its full develop- 
ment, a condition from which recovery is un- 
common; hence it is important that the interne 
should be familiar with the signs and symptoms 
of the early stage. 

The recurrence, after the vomiting from the 
anesthetic has ceased, of nausea alone, nausea 
with vomiting, or hiccough alone, should excite 
suspicion of acute dilatation, and cause a care- 
ful examination to be made. Bare the ventral 
surface of the patient from the nipple line to 
pubes removing as much of the dressing from 
the abdomen as ean be done without exposing 
the wound. Note the contour of the abdomen. 
Fullness in the left upper quadrant is charac- 
teristic. Locate the apex beat of the heart. 
An upward displacement is the earliest and 
most easily detected sign of gastrie dilatation. 
It is good practice to locate and mark the site 
of the apex beat immediately after every ab- 
dominal operation. The degree of displace- 
ment, which usually is inward as well as 
upward, can then be determined with accuracy. 
Ausculatory percussion will distinguish with a 
high degree of certainty whether the distension 
is in the intestines or the stomach. 

In treatment there are three indications to 
be met. The first is to empty the stomach by 
means of the stomach tube, at the same time 
washing it out with salt solution, continuing 
this until the solution comes away clear. Keep 
the stomach empty by repeating this as often 
as indicated by the symptoms; usually twice or 
three times in twenty-four hours will suffice. 
To some patients the use of the stomach tube 
is an exceedingly trying ordeal. If the small 
duodenum tube can be swallowed it should be 
kept in by fixing it to the cheek with adhesive 
plaster and the stomach contents drawn off by 
suction with a piston syringe every half hour. 
This is much less distressing than the repeated 
use of the large stomach tube. The importance 
of keeping the stomach empty can not be too 
strongly emphasized. Unless this indication is 
fulfilled a fatal issue is inevitable. 

The second indication is to widen the angle 
between the superior mesenteric artery and the 
aorta, between the sides of which the lower 
end of the duodenum is compressed. This is 
effected by. posture. The angle is narrowest 
when the patient is in the dorsal position and 
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widest. when in the knee and chest position. 
The maintenance of the knee-chesi position for 
three to ten minutes is possible for the majority 
of patients if properly supported. When in 
this position deep inspiration will help in bring- 
ing the intestines toward the diaphragm and 
thereby relax the drag on the root of the 
mesentery. The patient is then placed in either 
the right or left prone position, the dorsal posi- 
tion being avoided in making the change, the 
thighs flexed to a right angle, and the foot of 
the bed elevated. In changing from one lateral 
position to the other, turn the patient into the 
ventral and then into the lateral. The dorsal 
position should be avoided as much as possible. 

The third indication is to correct the ab- 
normality in the chemical state and replace the 
loss of the fluids of the body. The hypo- 
chloremia is corrected by the intravenous ad- 
ministration of 500 ¢.c. of 5 per cent dextrose 
in 1 per cent solution of sodium chloride, given 
slowly every six hours. This is the best method 
of supplying fluids to the system, but the other 
channels of administration, the rectum and sub- 
cutaneous tissue, may also be used. 


RESPIRATORY COMPLICATIONS 


In the order of the frequency of occurrence 
these are: bronchitis, broncho-pneumonia, ate- 
lectasis minor or massive, infarcts of varying 
size, and true croupeus pneumonia. The lining 
mucous membrane of the bronchial tree, as the 
result of aspiration of irritating secretions from 
the mouth or of vomitus, may become actively 
inflamed, or secrete abundantly a tenacious 
mucus, which may obstruct several bronchioles, 
with resulting multiple atelectasis, or massive 
collapse when a large bronchus is obstructed. 
The secretion resulting from ether anesthesia 
is often profuse but not, as a rule, tenacious. 
Collapse of a large area is hardly likely to 
occur from ether alone. The aspiration of 
vomitus, in cases of alimentary tract obstruc- 
tion, produces the most fatal form of broncho- 
pneumonia. The treatment of post-operative 
broncho-pneumonia is greatly improved by the 
use of supports enabling the patient to change 
his position at will. A Balkan frame is 
attached to the bed and a board 4 by 20 inches 
swung from the transverse bar at an elevation 
above the bed, on a level with the patient’s 
shoulders when he is in a sitting position. By 
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means of this he can pull himself up into the 
sitting posture and rest both arms on the swing, 
thereby increasing greatly the efficiency of the 
external respiratory muscles. A small pillow 
upon the swing serves as a rest for the head. 
Expulsion of the muco-pus is the most urgent 
indication in these eases. An ineffective cough 
must be made effective. 

The posture described aids very much in this 
direction, but something more can be done by 
the nurse. After a laparotomy the great 
deterrent to suecessful expiratory effort is the 
pain it causes in the laparotomy wound. This 
pain can be largely prevented and the cough 
made more effective by compression of the 
lower ribs and lateral abdominal walls during 
the expiratory effort. As a forcible cough 
must be preceded by a full inspiration the lower 
thorax must not be restrained during inspira- 
tion, hence compression is made during expira- 
tion only. With the patient in the sitting 


posture with arms resting on the board swing, 
the nurse sits upon the bed behind, placing her 
arms about him, and, with the palm of each 
hand,! compresses the lower ribs during the 


expiratory effort and withdraws the pressure 
during inspiration. These means, the arm rest 
and rib compression, have proved of greater 
value than all other remedial measures I have 
tried. 

Fixation of the lower ribs by adhesive or too 
tight an abdominal binder, by preventing in- 
spiration, predisposes to stagnation of mucus 
in the air cells and bronchioles of the bases of 
the lungs. The lower tails of the scultetus 
should exert firm pressure below the umbilicus, 
but the upper tails should be applied loosely se 
as not to interfere with the movements of the 
ribs. 

Massive collapse of a lung which results from 
blocking of a trunk of one of the primary 
divisions of a right or left bronchus by a plug 
of tenacious mucus is also more successfully 
treated by posture than by any other rzethod. 
By placing the patient on the side with the 
affected lung uppermost gravity aids in dis- 
lodging the obstructing plug. As it is usually 
the lower lobe that is involved the foot of the 
bed should be somewhat elevated. When air 
gets in past the obstruction the collapsed 
alveoli again become distended and the obstruc- 
tion can then be expelled by coughing. Until 
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that occurs it is desirable, if at all possible, 
that the low shoulder posture be maintained. 
Inhalation of oxygen will help at this time to 
lessen the burden upon the sound lung placed 
at a disadvantage by the posture required. 
The most effective method of administering 
oxygen is by the use of the closed cabinet. Its 
value in the treatment of pulmonary complica- 
tions is receiving each year wider recognition, 
and we may expect that one or more cabinets 
will soon be available in every well equipped 
hospital. 

Bronchoscopy has proved effective and should 
be resorted to when other means fail. 


DIFFUSE SUPPURATIVE PERITONITIS 


The patient returns from the operating room 
where the source of infection, usually an 
appendix, has been removed, or treatment is 
directed toward helping the natural forces to 
isolate the infected area before removing the 
source of infection. In either case the indica- 
tion are the same: 

1. To combat the tendency to hypochloremia 
and the accumulation of urea in the blood, by 
the administration of 5 per cent dextrose in 1 
per cent sodium chloride solution through one 
or all of the channels available, vein, sub- 
cutaneous tissue, and rectum. 


2. Rest the inflamed tissues. This is effected 
by the use of morphia in doses sufficient to 
quiet peristalsis. The advisability of suppress- 
ing peristalsis completely, with a large quan- 
tity of toxic material in the inflamed, distended, 
proximal bowel, is debatable. Absorption, by 
both veins and lymphatics, takes place from the 
lumen of the bowel in this condition, but not 
from that of a normal bowel. Reversed 
peristalsis brings it up into the stomach from 
which it should be removed by the use of the 
stomach tube. 

In many cases these means, together with the 
use of large hot fomentations, will bring about 
a subsidence of the peritonitis and a walling- 
off of the infected area, but in others increas- 
ing distension, with consequent embarrassment 
of the circulatory and respiratory organs, will 
compel the adoption of some additional means 
of relief. The most urgent indication is the 
evacuation of the gas and toxic material from 
the segment of bowel proximal to the inflamed 
area. In the centre of this area a loop of ileum 
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—usually more than one—will be paretic, 
possibly kinked, giving rise to an obstruction 
at least partial, and often complete. The choice 
of means lies between enemata and enterostomy. 

The enema, if it is to be useful, must produce 
vigorous peristalsis in the small bowel. As ordi- 
narily given it does little more than empty the 
colon. The patient is placed in the left latero- 
prone position and from two or three quarts of 
soapsuds introduced slowly, the patient being 
helped to retain it for fifteen to thirty minutes 
by compression of the buttocks. When he is 
no longer able to retain it an injection of 1 ¢.c. 
of pituitrin is given into red muscle, the erector 
spine or gluteus. Pituitrin injected into red 
muscle is absorbed in from three to five minutes, 
while if given into subeutaneous fat absorption 
occurs slowly, and its effect, being diffused over 
more than half an hour, is much weakened. As 
the effect on nonstriated, muscle is fleeting, 
rapid absorption is essential to maximal 
synergistic action. This enema produces 
vigorous peristalsis in the small bowel. If 
thereby the toxie contents of the distended 
proximal loop are passed on into the cxeum, 
distension will be relieved and much benefit 
result, at least temporarily. 

What harm may result? (1) The principle 
of rest to inflamed tissue is violated and a 
recrudescence of some degree may be expected. 
(2) Vigorous peristalsis increases the absorp- 
tion of toxins from the lumen cf the bowel 
during its activity. (3) Limiting adhesions 
may be separated, resulting in a spread of the 
infection. 

The unsuccessful enema yields only harm; 
the successful enema yields both good and 
harm. Which is yielded in greater degree 
can be determined by the patient’s condition 
twenty-four hours later. 
distension 
enemata. 

In favour of enterostomy the following 
points can be affirmed: the amount of distur- 
bance to the patient is perhaps less than that 
caused by the enema; it does not violate the 
principle of rest for inflamed tissue; it does 
not break up limiting adhesions; it 
effectively empties the 


A quickly recurring 
is a contra-indication to further 


more 
distended proximal 


bowel than any other means; it stops vomiting 
and permits the administration by mouth of 
liquid food, some of which will be absorbed 
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from the tract before being discharged through 
the stoma, (alcohol, fruit juices, peptenes), 
and thereby adds considerably to the comfort 
of the patient. 

Its disadvantages are: that it involves another 
operation and another wound; erosion of the 
skin after the tube comes out is a cause of 
some discomfort. A mixture of starch, egg 
albumen, and olive oil is the best protective. 
When obstruction persists an  entero-anas- 
tomosis must be done as soon as the peritonitis 
has subsided. Walters and Bollman* have 
shown that the total loss of pancreatic juice 
ends fatally in eight days in animals; therefore, 
in a high jejunostomy, involving loss of much 
pancreatic secretion, the short circuiting opera- 
tion may have to be undertaken early on a 
patient who is a poor risk. When the obstruc- 
tion has subsided, leaking from the stoma can 
be prevented almost completely by packing the 
wound. The stoma closes in from one to three 
weeks. There is a predisposition te recurrence 
of intestinal obstruction by kinking of the 
bowel at the point where it is adherent to the 
abdominal wall. This can be prevented to some 
degree by the inter-position of omentum be- 
tween the bowel and abdominal but 
omentum is not always available. 

These disadvantages are entirely outweighed 
by the prompt benefits resulting. I have done 
the operation in 29 eases, including 18 with 
obstruction secondary to peritonitis; 20, or 
nearly 70 per cent, of these desperately ill 
eases recovered. Autopsy showed that in 6 of 
the 9 fatal cases obstruction existed proximal 
to the stoma. 

The proper care of the enterostomy tube is 
important. As it vents gas as well as liquid 
from the bowel the siphonage action becomes 
quickly blocked, making it necessary every two 
or three hours to disconnect the enterostomy 
tube from the tube leading to the bottle at the 
side of the bed. It is then elevated to allow 
the gas to escape, a few ounces of saline solu- 
tion injected into the bowel, and the siphonage 
again established. The care of the tube drain- 
ing infectious material from the pcritoneal 
cavity must be governed by conditions found 
at operation, such as, the site of abscess, the 
degree of firmness, the character of struc- 


wall, 


* Walters and Bollman, J. Am. M. Ass. 89; 1848, 
Nov. 26, 1927. 





604 


tures forming the wall of the infected area, and 
the quantity of material vented. In recent 
cases, with resilient walls my practice has been 
to rotate the tube clockwise half way every 
twelve hours, at the same time withdrawing it 
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one to two inches, so that, at the end of forty- 
eighty hours it reaches through the abdomina' 
wall only. A longer continuous contact of tub 
with inflamed bowel wall invites the formation 
of fistula. 


DISEASE 


By ALEXANDER McPuHepran, M.D., LL.D., 


Toronto 


VER since eardiae diseases have been recog- 

nized it has been the custom to describe 
endocarditis, pericarditis and myocarditis as 
distinct entities. Investigations have shown that 
the muscular structure is always infected in 
endocardial cases, and in pericarditis the sub- 
jacent muscle is at least somewhat affected. 

The late Sir James MacKenzie, in his book 
dealing with the heart, suggested that acute in- 
fections of any part of the heart should be con- 
sidered as carditis. He gives the pregnant 
reason that knowledge of the full nature of the 
lesion will better enable us to understand the 
cardiae conditions when the cicatrizing process 
has fully produced its changes, it may be years 
afterwards. Ags the valves and the walls of the 
heart have a common vascular supply, it follows 
that even in the mildest endocardial infection 
the cardiac walls are always invaded by foci of 
infection (Aschoff bodies) which destroy the 
muscle fibres in the infected points; these are 
replaced by fibrous tissue and the power of the 
heart is lessened to an equivalent degree. 

In early childhood, up to four or five years, 
cardiac infections probably always invade all the 
structures, often with fatal results. Some years 
ago a child of three years old was seen for a 
sick colleague. He was sitting erect in bed; his 
face anxious, breathing rapid, fever moderate, 
his pulse too weak to be felt. The chest was 
full, especially on the left side; the percussion 
note flat; and no cardiae sounds audible. He 
died during the night. At necropsy, there was 
found a thick layer of fibrinous exudate over the 
whole pericardium ; both mitral and aortic valves 
were infected; and the cardiac muscle was so 
much degenerated that it could be severed by 
firm pressure between the thumb and finger. 


The acute infection of the pericardium and myo- 
cardium was evidently simultaneous. 

The resistance to infection increases rather 
rapidly as the child grows older, as illustrated 
in the following instance: A girl of eight years 
was seen after an acute rheumatic infection had 
abated. She was greatly prostrated, the circu- 
lation being so weak that the slightest raising 
of the head caused faintness. The heart was rapid 
and its sounds feeble, with indistinct 
systolic and diastolic murmurs. The outlook 
was grave, but children should never be de- 
spaired of. It was evident that the myocardium 
was seriously damaged. If the head was kept 
low in order to aid cerebral circulation as much 
as possible, and as much food given as could be 
borne, it was hoped there was good ground for 
expecting recovery. With complete rest, good 
nursing, cheerful encouragement, and out-of- 
It was 
spring; she was taken to the country and well 
eared for. She was much improved when she 
returned home in the autumn. A thin pillow 
was then allowed, and rest continued so as to 
prevent the least overtaxing of the slowly 
strengthening heart. 


very 


door life, she should steadily improve. 


Improvement went on 
more rapidly than anticipated. She was kept 
under supervision and regularly examined to 
determine the progress and the degree of liberty 
which would be safe. As the heart grew 
stronger, more liberty was allowed. After about 
three years her heart was deemed fully com- 
petent for reasonable freedom. 


The heart muscle was evidently greatly dam- 
aged and, therefore, required a long period of 
rest to give time for damaged fibres to recover, 
and the destroyed ones to be replaced by the 
reproduction of new muscle fibres—a reproduc- 
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tion that would be rapid at her age. It is the 
rapid formation of new tissue in the growing 
child that forms the basis of a hopeful prognosis 
in many diseases in children. If given time and 
care it is remarkable the extensive ravages of 
disease that may be repaired. In the adult, re- 
production of new tissue lessens progressively 
with advancing years, so that repair of all struc- 
tures and organs becomes less and less perfect 
with advancing age. 


There was marked aortic regurgitation, and 
considerable change in the mitral orifice, ap- 
parently due to slight adhesion of the segments 
of the valve, as there were no evidences of ma- 
terial obstruction to the flow of blood into the 
left ventricle, so that respiration was not af- 
fected. The left ventricle was of course dilated, 
but its hypertrophy was ample to maintain 
perfect circulation. She attended school, and 
took active part in all the sports and was not 
hampered in any of them however strenuous. 


She was a charming girl and the usual results 
followed; she became engaged. A clear state- 
ment of the dangers of pregnancy was made to 
the pair, although no doubt existed that the 
engagement would be carried out—it always is. 
Not long after, the young woman came for advice 
under similar, but graver conditions. She was 
warned of the dangers; her reply was that she 
would rather have a baby and die than live 
longer without one. 


In due time pregnaney took place and the 
obstetrician wished to induce abortion. It was 
pointed out that it would not only be immoral, 
but more dangerous than parturition at full 
time, since the heart grew stronger in pregnancy, 
and, besides, abortion causes greater shock than 
parturition at full time. She was very large 
and gave birth to twins, and only suffered some 
faintness from the rapid emptying of the ab- 
domen. A second pregnaney followed and ab- 
ortion was again advised, angl the same objection 
offered. The parturition took place without ahy 
trouble. In a third pregnancy, unwisely abor- 
tion was done; it was followed by a very danger- 
ous illness. Some time later, a fourth pregnancy 
took place and was allowed to take its course, 
which it did without untoward symptoms. The 
experience in the third evidently led to wiser 
counsel. Four years later, her health began to 
fail. Auricular fibrillation occurred and could 
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not be controlled. After some days, sudden 
shortness of breath occurred followed by general 
edema and rapidly terminated fatally—twenty- 
five years after her severe illness at eight years 
of age. 

Had conception been prevented it is probable 
that health would have been maintained for 
some years longer. Doubtless the fibrosis of the 
Aschoff bodies in the left auricle, resulting from 
the original infection, led to the fibrillation, 
probably hastened by the serious strain on the 
heart by the numerous pregnancies. 

Another case, a man about forty-five at time 
of death, is equally interesting and instructive. 
He had no recollection of having had any kind 
of illness in childhood. In later boyhood he had 
some precordial discomfort which persisted; he 
was then told of a cardiac murmur. He con- 
sulted Dr. Loomis, a leading diagnostician in 
New York, whose book on physical diagnosis was 
in vogue in my undergraduate days. 
told the trouble was congenital. 


He was 
I saw him some 
years later and found a very loud presystolic 
sound occupying the whole period of ventricular 
rest; it had all the characteristics of a marked 
mitral stenosis murmur. He was very sus- 
ceptible to bronchitis, doubtless owing to the 
persistent congestion of both bronchial and pul- 
monary vessels due to mitral obstruction. Not- 
withstanding this condition he was an expert 
fencer and, with another expert, gave many ex- 
hibitions. He was bookkeeper to a financial 
paper to which he gave efficient service. Later, 
as the bronchitis grew worse, the sputum became 
blood tinged; as time passed there was free 
blood. The general circulation was well main- 
tained, the symptoms being wholly respiratory. 
His general condition continued good and fene- 
ing was regularly indulged in, although the 
sputum was increasing and the hemorrhage 
grew to alarming proportions. As the heart 
showed no signs of failure, he was reassured that 
the hemorrhage was necessary to relieve the ten- 
sion in the pulmonary circulation. One morning 
some time later, he had a very copious bleeding, 
and a few hours later another, so large that it 
rapidly filled the bronchi and he died suddenly, 
drowned in his own blood. 

At the necropsy, the pulmonary artery and its 
branches were found greatly dilated down to 
the terminals, and atheromatous to an extreme 
degree. The ruptures through which the bleed- 
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ing took place could not be found; they were 
evidently in a multitude of terminal vessels. In 
the heart, two remarkable conditions were pres- 
ent. The right ventricular wall was greatly 
hypertrophied and very firm, resembling a 
hypertrophied left ventricle, but there was no 
dilatation as the ventricle was completely emp- 
tied by each systole. The mitral valves were 
elongated forming a dense walled, rigid cone 
covered on the inner surface with a uniform 
layer of conical erystals closely resembling 
amethyst-like rock found in the Lake Superior 
district. At the apex the opening was not more 
than three or four mms. in diameter. 


THE HEART IN 
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The cause of this remarkable condition seems 
quite obvious. The bronchial changes were the 
legitirate results of the driving force of the right 
ventricle against the unyielding mitral valve 
with its minute orifice. The inevitable result 
was rupture of the pulmonary arteries as the 
weakest link in the chain. 

Although there was no history of rheumatism 
or other infection in early childhood, it is 
scarcely to be doubted that there had been re- 
peated infections of the mitral valve with symp- 
toms too slight to be recognized by his family. 
As Dr. Loomis suggested, the infection might 
have been prenatal. 


TYPHOID FEVER* 


By G. R. Brow, M.D., 


Montreal 


|" is a common experience in taking the history 
of patients with cardiae disease who come to 
hospital or a eardiae clinic for treatment and 


advice to be told that since an attack of typhoid 
fever, either recent or some years past, they have 


felt shortness of breath on exertion. In fact, 
in many cases, all of the symptoms of debility 
apparently followed upon or were ushered in by 
a typhoid infection. In a recent epidemic of 
typhoid fever it was attempted to determine in 
the acute stage whether or not, either by clinical 
or electrocardiographie means, there could be 
detected any positive sign or evidence of myo- 
cardial or endocardial invasion during the in- 
fection. 

On reviewing the published accounts of studies 
made upon cases of typhoid fever, one is struck 
with the fact that little attention has been given 
to the state of the heart. Frequent statements 
are made in text-books and other articles that 
the heart does become involved in typhoid fever, 
and that specific endocardial changes have oc- 
curred, definitely attributed to the action of the 
typhoid bacillus, but such cases are rare. So 
far, no careful clinical studies are found which 
have been coupled with repeated electrocardio- 
graphic records taken throughout the period of 
the infection. 


*From the Department of Medicine, McGill Uni- 
versity Clinic, Royal Victoria Hospital, Montreal. 


Typhoid fever has been classified with rheu- 
matic fever, scarlet fever, pneumonia, influenza, 
and diphtheria as an etiological factor in the 
lengthening of the conduction time between the 
auricle and the ventricle (lengthened P-R inter- 
val), but the only definite statement to be found 
as to what period of the disease was responsible 
for such lengthening is given by Hyman’ who 
reports changes occurring during the fourth and 
fifth weeks of the infection. Lewis? draws at- 
tention to the fact that only in the severe types 
of infection does this conduction defect become 
manifest. Swift and Cohn,’ in their careful 
study of the heart throughout the course of 
acute rheumatic fever, have drawn attention to 
the very high percentage of cases which have 
shown from time to time definite prolongation 
of the P-R interval. They emphasize this fact, 
because they consider that it signifies a definite 
sign of myocardial involvement; and they also 
attribute the ultimate sclerosing of the myo- 
eardium to these frequent and definite periods 
of myocardial infection which they can deter- 
mine electrocardiographically. 

Some writers, as was pointed out by Thayer* 
in 1904, go so far as to state that, after acute 
rheumatism, typhoid fever is the infectious dis- 
ease most frequently resulting in changes in the 
heart and vessels. Thayer also points out the 
fact that there is much to suggest that typhoid 














fever, along with the other acute infections, 
plays an important part in the etiology of 
arteriosclerosis. 

In an analysis of 193 old typhoid cases return- 
ing after varying periods of time, one month to 
thirteen years after discharge from hospital, 
Thayer, in 1904, found: (1) that the average 
systolic blood pressure was appreciably higher ; 
(2) that the radial arteries were palpable in a 
proportion three times as great, and (3) that 
the average size of the heart was greater than 
on admission, and greater than others of similar 
age periods. All of these factors would un- 
doubtedly point to a definite effect of the action 
of the typhoid bacillus or its toxins upon the 
cardio-vascular system. 

We are all aware of the frequency of phlebitis 
and arteritis which occurs in eases of typhoid 
fever; may not these lesions themselves, pos- 
sibly together with the early arteriosclerotic 
changes, account for some at least of the myo- 
cardial injury ? 

Sixty-five cases were examined, 41 being fe- 
males and 24 males, ranging in age from 7 to 58 
years. In all of these there was nothing in the 
personal history to suggest any previous myo- 
cardial or endocardial infection, and all patients 
denied previous cardiovascular symptoms. The 
personal history of most of the cases showed 
measles, whooping-cough and occasionally tonsil- 
litis, but in none could it be said that the heart 
had previously received any gross injury. In 
our observations note was made of the age of the 
individual; the history of any previous infec- 
tions that would probably affect the pressure, 
the size and rate of the heart; complications; 
the day of the disease on which the electrocardio- 
grams were taken; and the electrocardiographic 
diagnosis. Special attention was given to the 
conduction time between the auricles and ven- 
tricles. 

Endocardial murmurs were conspicuous by 
their absence, and in only ten eases (15.5 per 
cent) was a soft blowing apical systolic murmur 
heard, with the patient in the dorsal decubitus. 
Blood-pressure determinations were all decided- 
ly low for the corresponding age period of the 
individual, and in many a low diastolic 
pressure, with an increased pulse pressure, was 
consistently found during the progress of the 
febrile state. The heart rates varied between 
60 and 120 per minute and the area of cardiac 
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dullness was not inereased appreciably over 
that anticipated for any of our eases, that is, 
within the mid-clavicular line. This area of 
cardiac dullness did vary slightly in some cases, 
when comparing the measurements taken 
during the height of the infection as contrasted 
with that of convalescence, but then never more 
than a centimetre in extent. 

The day of disease on which the electro- 
cardiograms were taken was noted for the pur- 
pose of seeing whether or not any evidence 
could be obtained which would indicate when 
the myocardial involvement, if any, occurred. 
This evidence, we infer, can be obtained from 
changes which take place and are manifest in 
a delay of the conduction time between the 
auricles and the ventricles. 


In 14 eases (21.5 per cent) distinct and 
definite prolongation of the P-R_ interval 
(auriculo-ventricular conduction time) was 


noted, varying in extent from 0.21 to 0.28 
seconds. The earliest delay was noted on the 
eleventh day in two eases, and the latest upon 


- be¥ conduction time 0,26 seconds, 


enema = 


A-V conduction time 0.23 seconds, 


April 26, 1927. 
A-V conduction time 0,2C seca, 





the forty-third day of the disease. The 
majority of conduction changes were noted, 
however, during the second and third weeks of 
the patient’s illness. These observations are 
somewhat earlier in their development than 
those noted by Hyman, who reports changes 
which occur in the P-R interval during the 
fourth and fifth week in typhoid fever. 

This delay of conduction (auriculo-ventricu- 
lar) persisted for variable periods of time, 
the usual period being like that found in acute 
rheumatie fever cases, namely, two to four 
days. In two eases, in whom it appeared 
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during convalescence, the delay was manifest 
over a period of two weeks, during which time 
it slowly returned to the normal level. 

The main features and characteristics of the 
electrocardiograms were unaltered in 51 (78.5 
per cent) either the febrile 
or convalescent periods. Ventricular prepon- 
derance in our cases did not appear correlated 
with the conduction defects. Change in the 
form of the ‘‘T’’ wave was noted in only two 
The first ease 


cases, during 


cases. jas a young woman, 29 
years of age, in whom a pre-existing mitral 
stenosis was found; an inverted ‘‘T’* wave in 
lead I was present in all curves. The second 
was a female, 15 years of age, in whom an 
acutely negative ‘‘T’’ 
found. 
case 


wave in lead II was 
The character of the ‘‘T’’ wave in this 
suggested that found frequenily in a 
coronary defect. It is interesting to record that 
she died suddenly the following day of a pro- 
fuse intestinal hemorrhage. Only in this case 
was there any suggestion that a change in the 
form of the ‘‘T’’ wave might possibly be due 
to the typhoid infection. 

irom a careful physical examination of the 
cardio-vascular systems of these cases we have 
been unable to find any evidence, 
pulse, size of heart, heart sounds, 
pressure, suggesting involvement of 
cardium. 


either in 
or blood 
the myo- 
In those cases showing conduction 
delay the size of the heart was within the 
normal limits (determined by pereussion), and 
did not alter during the course of the disease. 
The electrocardiographie curves were the sole 
evidence of any possible and transient invasion. 
The course which the infection took, the type 
of infection, the degree of temperature rise, 
and the occurrence of complications, did not 
apparently influence the changes in the electro- 
cardiograms. 

Taking the evidence we have found, we can 


ASCHHEIM-ZONDEK HORMONE TEST FOR PREGNANCY 
—The Aschheim-Zondek hormone test for the diagnosis 
of pregnancy was carried out in 132 cases by Henry W. 
Louria and Maxwell Rosenzweig. Eighty-seven specimens 
came from women in all stages of pregnancy and showed 
a positive reaction in 98 per cent. The earliest case of 
pregnancy examined was in a women whose menstrual 
There were several other 
women in the first three weeks of gestation, all of whom 
showed a positive test. The importance in this type of 


period was seven days overdue. 
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say that in about 20 per cent of the 65 cases 
of typhoid fever examined myocardial injury 
or attack was observed to occur most commonly 
in the second and third weeks of the infection. 
It is very probable that, if in these cases we 
had been able to take electrocardiographs more 
frequently, we would find this percentage much 
higher, and that it occurred throughout the 
earlier periods of infection as well. 

Very careful histo-pathological studies of the 
myocardium are reported by Romberg® and 
Martin® in individuals dying in the second and 
third wecks of typhoid fever. Martin observed 
multiple endarteritie and periarteritic changes 
in the smaller coronary arterioles and eapil- 
laries, with occasional red thrombus formation, 
and patchy focal degeneration of the myo- 
cardial cells. Romberg corroborates these ob- 
servations and adds that round eell infiltration 
of the myocardium, with proliferation of the 
connective-tissue elements, is also a common 
finding. The A-V conduction delay in our 
cases may possibly be explained by these 
pathological states, the transient nature being 
accounted for by the opening up of collateral 
channels. The condition may possibly also be 
due to the action of the bacterial toxins them- 
selves upon the myocardium, or to the increase 
of vagal tone. Proof of the latier mechanism, 
however, was not possible in the present study, 
as atropine was administered in only one case 
but failed to relieve the delayed conduction. 
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vase is obvious, in that a diagnosis of pregnancy is 
possible before physical examination is positive, thereby 
differentiating the pregnant uterus from the slightly 
enlarged non-pregnant uterus. The remaining forty-five 
specimens obtained from non-pregnant patients showed 
a negative reaction in 91 per cent. The test is recom- 
mended, therefore, on account of its high percentage of 
correct results and its simplicity. Further experience 
with the test will undoubtedly aid in reducing the ele- 
ment of error.—J. Am. M. Ass. Dec. 22, 1928. 
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THE FREQUENCY OF LOBAR PNEUMONIA IN INFANCY 
AND CHILDHOOD* 


By Gorpon MAnAcE, M.B. (Tor.), 


Ann Arbor, Mich. 


|? is the usual teaching that broncho-pneu- 

monia is the most common form of lung 
infection of infancy, while lobar or croupous 
pneumonia is the more characteristic form in 
older children. Recently, Hendee Smith’ sub- 
divided the classification of broncho-pneumonia, 
which from the x-ray standpoint is of great 
interest. However, in the main these two 
groups stand out most prominently in the 
clinician’s mind. Thus Osler? states that the 
majority of pneumonias under five years of age 
are of the broncho-pneumonie form. Other 


authors qualify this statement by saying that 
this type is more common in infancy. 


It is im- 
portant to note that these statements are based 
on autopsy reports. The great number of 
broncho-pneumonias that come to necropsy is 
probably the cause for the erroneous observa- 
tion. Pisek and Pease* review 445 cases of 
pneumonia, of which 381 were broncho-pneu- 
monias. Holt* in his series of 365 cases had 
310 in this category. A search through the 
literature reveals that there is considerable 
controversy as to the incidence of lobar and 
broncho-pneumonia in infants and children. 
’ The majority of medical men are of the opinion 
that broncho-pneumonia is the most frequent 
type. 

It is the purpose of this paper to present 
another series of cases of pneumonias which 
have been carefully studied with the idea of 
making the diagnosis as certain as possible. 
These cases were under my observation at The 
Children’s Hospital in Washington, D.C. I 
chose the definite pneumonias that were ad- 
mitted during the period of one year, viz., in 
1927-28. 

The total number of cases was 131. Of this 
number 39 were broncho-pneumonias and 92 
lobar pneumonias. The age incidence in the 
broncho-pneumonia group ranged from a nine 


* Read by invitation at the meeting of the Uni- 
versity of Michigan Pediatric and Infectious Disease 
Society, Nov. 23, 1928. 


days’ premature infant to a child 5 years old. 
The following table shows the number of cases 
in each age group. 


TABLE I 


BRONCHO-PNEUMONIA 
No. Under1lyr. 2yr. Syr. 4yr. Syr. Total 
Cases 22 11 3 1 2 39 
Deaths 13 + 0 0 0 17 
Mortality, 48 per cent 


In this series the greatest incidence is in the 
first and second years. It is of interest to note 
that all the fatalities infaney; a 
mortality of 59 per cent in the first year and 
These figures 


were in 


36 per cent in the second year. 
compare quite closely with the statistics .of 
Pisek who 52.6 per cent 
mortality in their cases in the first year, and 
29 per cent in the second year. Holt’s figures 
record 66 per cent in the first year and 55 per 
cent in the second year, while Dunlop® places 
26.6 per cent as a very conservative estimate 
for this age period. The percentage of deaths 
in the 39 cases at the Children’s Hospital is 48. 

The diagnosis of our group was made in the 
usual manner; on physical findings, x-ray, and, 
where possible, confirmation by autopsy. The 
diagnosis of any pneumonia is probably always 
influenced by the personal equation. For this 
reason the comparing of statistics is difficult. 
X-ray was used as additional evidence in 85 
per cent of our cases. Eight of our 17 deaths 
came to necropsy. In each instance the patho- 
logist substantiated our findings. The majority 
were secondary to some debilitating cause. 
Thus we find that mongolism, pylorospasm, 
hereditary lues, athrepsia, prematurity, and 
pertussis were frequent initial affections. The 
remainder of the cases fell into the so-called 
primary broncho-pneumonie group. 

A comparison of our lobar and _ broncho- 
pneumonie groups is shown in Table II. 


TABLE Il 


Ist yr. 2ndyr. Over2yrs. Total 
Lobar pneumonia 24 29 39 92 
Broncho-pneumonia 22 11 6 39 


and Pease, record 
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It is seen that at the Children’s Hospital, 
lobar pneumonia has a greater incidence than 
broncho-pneumonia. The mortality of the 
lobar group was 9.7 per cent. The deaths were 
confined to the infants, excepting in one in- 
stance, a lad of five years who died following 
a complicating empyema. With this exception, 
there were only seven deaths in the 53 infants, 
a percentage of 13.2. This figure compares 
quite closely with that of Pisek and Pease, 11 
per cent; and Koplik’s,® 12.5 per cent. From 
these statistics it seems evident that the prog- 
nosis in lobar pneumonia is much better than 
it is in broncho-pneumonia. A typical crisis 
was present in the majority of the cases. It 
occurred from the Sth to the llth day. Only 
the rare case ended in lysis, or had a pro- 
longed convalescence due to an unresolved con- 
dition. The diagnosis in 90 of the 92 cases was 
confirmed by x-ray. 

Recently, Crozier Griffith’ presented evidence 
that the x-ray method of diagnosis is not 
infallible. He reports a rather convincing 
series of cases and autopsy records to prove 


his point. Our series at the Children’s Hospital 


did not show these discrepancies. In the five 
cases out of the seven deaths for which we 
obtained permission for autopsy; the clinical 
diagnosis was substantiated by our pathologist. 
The characteristic low mortality (9.7 per cent) 
in our group of 92 lobar pneumonias may be 
indirect evidence that our diagnoses 
correct. 


were 


The result of the entire series compares very 
closely with other series of pneumonia reported 
in the literature. 


TABLE III 


INCIDENCE IN THE First Two YEARS 

Lobar Broncho- 

Pneumonia Pneumonia 
Morse’ 118 
Hendee Smith? 59 
Children’s Hospital 53 


Incidence 
1.0-0.5 
1.0-0.64 
1.0-0.62 


Comby,’® Moffet?! and Cole’? also believe 
that lobar pneumonia is more common in in- 
fants than is generally recognized. 


It may be of interest to compare the order - 


of the frequency with which the various lobes 
are affected with the statistics of the other 
writers. 
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TABLE IV 

Loses AFFECTED IN LoBAR PNEUMONIA 

Right Right Left Left 
Cases Upper Lower Upper Lower 
356 117 31 65 75 sie 
147 23 25 11 63 25 
408 170 41 47 69 
217 74 49 35 58 


2 lobes 


Reporter or more 


Comby10 
Dunlop5 
Barthez13 
Kopliké 
Holt and 
Howland+ 
Children’s 
Hospital 
(Washington) 92 35 13 


950 176 168 93 


CONCLUSIONS 

1. 131 cases of pneumonia in children are 
recorded. 

2. From this study two chief groups are 
prominent, lobar and broncho-pneumonia. 

3. This investigation lends support to the 
belief that lobar pneumonia is more common in 
infants than broncho-pneumonia (an incidence 
of 1.0 to 0.62). 

4. Any form of pneumonia in infants should 
be eonsidered serious. Deaths are chiefly con- 
fined to that age period, A child with a lobar 
involvement has four times as great a chance 
of surviving as one affected with lobular or 
broncho-pneumonia. 

5. The general state of nutrition, rather than 
the specific micro-organism, is probably the 
deciding factor for the type of pneumonia a 
child may acquire. The healthy and robust 
youngster is more likely to develop lobar pneu- 
monia; the undernourished marasmic child 
usually develops broncho-pneumonia. 

6. In lobar pneumonia the right upper and 
left lower lobes are most frequently involved, 
with the incidence slightly higher in the right 
apex, followed by right lower, left upper, and 
right middle lobes. 
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ABBOTT AND MOFFATT: 


OF THE TRANSPOSED 


INTRODUCTORY 


[JDEXTROPOSITION of the heart may occur 

as the result of (1) congenital malformation 
of the organ, or (2) of the pushing or pulling 
it over to the right by such extraneous 
mechanical causes as effusion into the left pleura, 
tumours or cystic disease of the left lung, or 
traction of right-sided pleuritie adhesions. 
This last-mentioned condition, which is known as 
dextroversio cordis does not concern us here, 
beyond noting that in it, although the heart has 
come to lie to a greater or less extent to the 
right side of the thorax, its apex still points to 
the left and is formed by the left ventricle, and 
its apex beat will be perceptible to the left of 
the cardiac dullness. 

The term dextrocardia, on the other hand, is 
reserved for those conditions in which the heart 
is malposed to the right in the thorax as the 
result of a congenital malformation of the organ 
itself. Two types of this anomalous condition 
oceur : 

(a) True Mrrror-PicturE DExTROCARDIA.— 
Here the heart is in the condition of situs 
imversus, its chambers and orifices bearing a 
reversed relationship to each other, and the 
organ is transposed upon itself in the right 
thorax, with its apex pointing to the right axilla 
and formed (in uncomplicated cases) of the left 
ventricle. The case presented below is an in- 
stance of this type of congenital dextrocardia, 
but certain grave anomalies are associated, which 
have resulted in an aplasia of the left ventricle, 
so that the apex, which points to the right axilla, 
is formed in this case by the greatly hyper- 
trophied right ventricle. 

(b) In the other type of congenital dextro- 


* Presented at the meeting of the American and 
Canadian Section of the International Association of 
Medical Museums, Washington, D.C., April 30, 1928. 

t From the. University Clinic and the Pathological 
Institute of McGill University and the Royal Victoria 
Hospital. 
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APLASIA 
AND PULMONARY HYPOPLASIA, WITH GREAT HYPERTROPHY 


CHAMBERS*t 


cardia the heart is not transposed upon itself, 
but remains somewhat to the right of the median 
line (as in the early embryonie state) and is due 
to arrest of development at an early stage; in 
this case its right border projects somewhat be- 
low the left (as in the embryo), giving the effect 
of an apex on the right side which is formed 
however in this case by the right ventricle. 
This type of dextrocardia, as well as the cases 
of dextroversio cordis, may be differentiated 
clinically from mirror-picture dextrocardia by 
the characteristic electrocardiogram of the 
latter. 
Case REPORT 


A baby girl, aged 14 months, was admitted to 
the service of Dr. Graham Ross in the Pediatric 
Ward of the Royal Victoria Hospital on 
January 18, 1928, with complaints of cyanosis 
from birth, which always became more marked 
on erying, frequent persistent colds, and an 
eruption on the buttocks. There was a history 
of birth in the eighth month, with normal de- 
livery. The mother, a primipara, had albumin- 
uria during her pregnancy, but is now alive and 
well and has had no other pregnancy. The 
father has a bad heart and suffers from shell- 
shock. The child was breast-fed until four 
months old, she refused all solids, and had never 
been able to sit up alone; she had whooping- 
cough at six months; her first tooth appeared at 
nine months. The physical examination showed 
a fairly well developed and well nourished child, 
with marked cyanosis of the skin, especially of 
the face, hands, and feet, and clubbing of the 
fingers and toes; the veins along the back of the 
hands were distended. She appeared listless, 
but not acutely ill, nor in any discomfort, and 
there was no dyspnea. She had twelve teeth. 


There was slight precordial bulging on the right 
side, and the point of maximum intensity (apex 
beat) was palpable in the right lower thorax. 
The cardiae dullness extended to the second rib 
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above; 8 em. to the right; 3.5 em. to the left of 
the midsternal line. At the apex (on the right 
side) the first sound was loud and snapping. 
The second sound was accentuated in the second 
left interspace. A systolic murmur was audible 
over the upper part of the sternum and at the 
base of the heart. The roentgenograph showed 
a greatly enlarged heart lying to the right in the 
thorax, with the apex pointing to the right 
anterior axillary line and curving upward from 
below, in the form known as coeur en sabot, 
characteristic of extreme right-sided hyper- 
trophy, and a vertical left border extending 
some 4 em. to the left of the midsternal line 
(see Fig. 1). An electrocardiogram, taken by 
Dr. G. R. Brow on the same day, showed P and 
T waves in the first lead (pointing to situs 
inversus of the heart), but no predominance. 
On January 19th at 4.00 p.m. the child’s 
temperature rose to 103,° and the throat ap- 
somewhat reddened. At 10.00 


peared p.m. 


respirations became more rapid, though the pulse 
The child died suddenly -at 


remained good. 
11.20 p.m. 


AUTOPSY 


On removing the sternum a greatly enlarged heart 
was exposed, lying transversely in the right side of the 
chest, the enlarged ventricular part occupying the entire 
lower part of the right thoracic cavity, displacing and 
partly compressing the right lung. <A greatly enlarged 
thymus gland extended downwards from above, covering 
the upper half of the pericardium, which cavity con- 
tained some 30 ¢.c. of serous fluid. The upper part of 
the ventricular part of the heart was seen to project 
somewhat to the left of the median line, and above and 
to the left of this the greatly dilated auricular portion 
extended beyond the left sternal margin into the left 
thoracic cavity, forming the left border of the heart 
from the thymus to the diaphragm. The large aorta 
arose from the extreme upper angle of the ventricular 
portion anteriorly in the median line of the body, and 
eurved upward and to the left, giving off the great 
branches of the head and neck in their normal position 
and relationships, and descended in the normal course 
of the aorta to the left of the vertebral column. The 
pulmonary artery lay behind and to the right of the 
aorta and was not visible anteriorly. It was much 
smaller than the aorta (true pulmonary hypoplasia) and 
bifurcated in the usual manner into two branches, one 
to either lung. There was no sign of the ductus arteri- 
osus. No interventricular groove was seen anteriorly, and 
the large ventricular part of the heart was found on 
investigation to be transposed ‘‘right’’ or systemic* 
ventricle, in the right posterior-superior wall of. which 
the small aplasic transposed ‘‘left’’ (pulmonic*) ven- 
tricle lay imbedded. Similarly, the auricular part of 

* The words ‘‘systemic’’ and ‘‘pulmonic’’ are used 
respectively to describe (a) the chambers receiving the 
venous blood from the body, and (b) the chamber re- 
ceiving aerated blood from the lungs. In this case of 
situs inversus, the parts of the heart are in reversed 
relations, the ‘‘systemic’’ or venous chambers lying on 
the left, and the ‘‘pulmonic’’ or arterial chambers on 
the right side of the thorax. 
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the heart was found to consist of a huge cavity occupy 
ing the left side of the heart, the auricular appendix oi 
which projected prominently forward from the left o/ 
the aorta, which turned out to be the transpose: 
‘*right’’ (or systemic or venous) auricle, and a smalle: 
cavity on the right side posteriorly which was not visibl« 
from the front, but with its small auricular appendix 
lay concealed behind the ventricles and the base of th« 
aorta, and was the transposed ‘‘left’’ (or pulmonic 
auricle. 

Interior of the hcart.—On laying open the orga: 
the greatly enlarged transposed ‘‘systemic’’ auricl 
lying on the left side (see Fig. 1) was seen to consist 


Fic. 1 


of two parts; a large anterior and upper portion having 
a hypertrophied wall 4 em. thick, that contained the 
large auricular appendix, and the interauricular septum 
which latter was an extensive tendino-muscular wall 4 
em. across presenting two small valvular openings at its 
upper right border and a large gaping valvular inter- 
auricular septal defect 1.5 em. across (representing the 
widely patent foramen ovale, Fig. 3d) at its left pos- 
terior margin, while the floor was occupied by the hugé 
tricuspid orifice 2.5 em. in diameter; the other, smaller 
part of this auricle was a bulging sinus-like cavity 
occupying its left posterior side which received four 
venous ostia; the superior vena cava at its left upper 
angle (Fig. 2g), the inferior cava lying 2 em. below 
this and 2.5 em. above the auriculo-ventricular groove 
(Fig. 2c), a displaced left pulmonary vein (Fig. 2f) 
which entered midway between and a little to the left 
of these two caval openings and about 1 em. anterior 
to the large posterior interauricular septal defect which 
lay in the floor of this sinus-like cavity; and the 
coronary sinus (Fig. 2b), which was a small orifice 
lying about 2 em. in front and to the right of the 
‘orifice of the inferior cava and at the extreme anterior 
inferior angle of the sinus-like cavity; this latter cavity 
was demarcated from the upper and posterior part of the 
auricle proper by the curved margin of the annulus 
ovalis bounding the auricular septal defect, and anteriorly 
by a sharp crescentic muscular ridge which separated 
the coronary sinus and inferior cava from the tricuspid 
orifice and apparently represented the rudimentary 
Eustachian valve. The orifice of the inferior cava is 
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large and was divided by a septum and was directed 
downward and to the right where it evidently pierced 
the diaphragm (Fig. 2c). 

The greatly enlarged transposed ‘‘right’’ (systemic) 
ventricle lay diagonally in the right thorax, passing from 
the left above to the right below and formed the whole 
anterior, and three-fourths of the posterior, aspect of 
the ventricular aspect of the heart and the entire apex. 
On its left side posteriorly it received the huge tricuspid 
orifice with its septal, marginal, and infundibular seg- 
ments, which appear normal, except that at the attach- 
ment of the septal and infundibular cusps to the inter- 
ventricular septum there was a distinct gap some .2 cm. 
wide appearing to correspond with the situation of the 
pars membranacea septi. The infundibular cusp bore a 
curious resemblance to the aortic segment of the mitral 
valve in a normal heart, in that just above it there 


Fic. 2.—Mirror picture dextrocardia complicated by 
mitral aplasia. Anterior view showing transposed 
‘“right’’ chambers with tricuspid orifice. 

The large ‘‘dextroposed”’ aorta, arises to the left and 
anteriorly from the transposed “right” ventricle, and 
after giving off the great trunks in their normal order, 
curves downward and to the left. A probe is seen dis- 
appearing into the conus of the pulmonary artery which 
rises to the right and posteriorly from same chamber as 
the aorta. The apex points to the right and is formed 
entirely of this ventricle. 2 ; 

The inset shows the interior of this auricle. 


Tricuspid orifice from above. 
Orifice of coronary sinus. 
Double orifice of inferior vena cava. 
Multiple defects in interauricular septum. 
Left pulmonary vein passing into “‘left’’ auricle 
on reverse side of specimen. , 
Displaced second ‘‘left’’ pulmonary vein opening 
into this transposed ‘‘right’’ auricle. 

g. Orifice of superior vena cava. 


From a child aged 14 months with marked cyanosis 
and clubbing. 


Drawing by Miss H. Blackstock from the specimen 
in the Pathological Museum of McGill University. 


613 


arose from the extreme upper and anterior part of this 
ventricle a large thick walled aorta 4 em. in circumfer- 
ence which curved upward to the left, giving off the 
great vessels of the arch in their normal position and 
relation and passing downward on the left side of the 
thorax. The aorta had three well formed semilunar 
cusps, one anterior, and two, right and left posterior, 
and behind the two latter, the left and right coronary 
arteries arose. This large systemic ventricle was incom- 
pletely divided by its fleshy moderator band which 
passed up and backward from its anterior wall near the 
apex, and by a short muscular septum with rounded 
lower border 1 cm. deep which projected downward from 
below the right anterior aortic cusp and screened the 
mouth of the aorta from that of the pulmonary artery. 
This latter vessel arose from this same ventricle from a 
small muscular conus lying to the right of and posterior 
to the aorta. The muscular cushion above described 
(which represents the defective aortic septum) formed 
its left anterior wall and screened the pulmonary orifice 
from the mouth of the aorta. The pulmonary artery 
was thin-walled and very small, being only 1.2 em. in 
circumference. It had only two pulmonary cusps and 
these were thickened and nodular without any sign of 
recent inflammation, microscopic examination showing 
only fibroblastic proliferation in irregular bands, with 


Fic. 3.—Mirror picture dextrocardia with mitral 
aplasia. Posterior view of heart showing transposed 
‘‘left’’? chambers and mitral surface. 


The small “left’’ (pulmonic) auricle is subdivided by 
an anomalous septum into two chambers, in the upper 
one of which a probe passes through a small defect in 
the interauricular septum. The rudimentary mitral orifice 
and the thick walls of the aplasic “‘left’’ ventricle are 
seen buried in the musculature of the transposed “right’’ 
ventricle. The conus of the latter is small and thin 
walled and gives off the diminutive pulmonary artery 
from its extreme upper angle. 


e. Orifice of inferior vena cava. 

d. Widely patent foramen ovale lying in 
division of transposed “‘left’’ auricle. 
Left pulmonary vein entering this auricle. 
Anomalous entrance of displaced pulmonary vein 
into “right’’ (systemic) auricle. 
Entrance superior vena into right (systemic) 
auricle. 
Right pulmonary vein entering this (pulmonic) 
auricle. 
Orifice of large vein probably persistent right 
superior cava in roof of this ‘‘left’’ (pulmonic) 
auricle. 
Interior of aplasic ‘‘left’’ ventricle. 
Left branch of pulmonary artery. 
Hypoplasic pulmonary artery with bicuspid pul- 
monary valve. 
Probe passing from cavity of ‘“‘right’’ (systemic) 
ventricle through lumen of dextroposed aorta. 


Drawing by Miss H. Blackstock. 


lower 
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an inner margin of large endothelial cells. The inter- 
ventricular septum was completely closed. 

Coming now to the chambers lying transposed on 
the right side of the heart, the transposed ‘‘left’’ 
(pulmonic) auricle was a much smaller chamber than 
the ‘‘right’’, and careful examination showed that it 
was incompletely divided below into two cavities by a 
crescentic anomalous septum which ran from the thin 
margin of the valvula foraminis ovalis bounding the 
large posterior interauricular septal defect below to the 
right anterior wall of this auricle above. The right 
posterior-superior part of this cavity presented in its roof 
two venous orifices one of which appeared to be a per- 
sistent right superior cava* and the other a right pul- 
monary vein, while a third opening lay behind and 2 
em. to the left of these and was evidently that of a 
left pulmonary vein; it communicated by the large 
auricular septal defect (patent foramen ovale) in its 
left posterior wall with the sinus cavity, above described, 
in the transposed ‘‘right’’ auricle. The anterio-inferior 
cavity of this small ‘‘left’’ auricle was a small loculus 
containing the upper and anterior part of the auricular 
septum with its two small valvular openings into the 
transposed ‘‘right’’ auricle and below in its floor a 
small mitral orifice which consisted of a circular orifice 
.) em. across, bounded by a tight muscular ring through 
which projected the body of a well formed mitral seg- 
ment appearing to have completely occluded the opening. 
(See Fig. 3). 

On exposing the transposed ‘‘left’’ ventricle into 
which this mitral orifice opens it was seen to be a tiny 
chamber the size of a bean, lined with smooth endo- 
eardium, which was filled at the autopsy with hard red 
clot. The walls of this small ventricle were 2 em. thick. 
The mitral orifice had only the one segment already seen 
from the auricle; it was supplied with well formed 
chorde tendinee. The other mitral segment was repre- 
sented only by a few tendinous cords imbedded in the 
anterior wall of the aplasic ventricle. No arterial trunk 
was given off from this rudimentary ventricle. 

The coronary circulation was carefully traced. <A 
large ‘‘left’’ coronary artery arose behind the right 
anterior cusp and pursued a posterior course to the 
right, passing behind the pulmonary artery to reach the 
interventricular groove where it sent a large branch 
(artery of the septum) down to supply the posterior 
myocardium, both of the small ‘‘left’’ ventricle and of 
the large ‘‘right’’ ventricle posteriorly. The (trans- 
posed) ‘‘right’’ coronary is a smaller branch arising 
behind the right posterior aortic cusp which curved 
round on the left of the aorta to be distributed to the 
left and anterior surface of the transposed ‘‘right’’ 
ventricle. Both these arteries being themselves trans- 
posed were distributed in an opposite course to that in 
the normal heart but they bore the same relation to their 
respective transposed chambers, 1.¢e., they shared in the 
situs inversus. 


SUMMARY OF THE ANATOMICAL DIAGNOSIS 


Isolated mirror-picture dextrocardia with situs 
inversus of all chambers of the heart and of 
great trunks but not of aortic arch; inter- 
ventricular septum closed and anomalous origin 
of dextroposed aorta in front of pulmonary 
artery from transposed ‘‘right’’ or pulmonic 
ventricle; aplasia of mitral valve and orifice and 
of transposed ‘‘left’’ or systemic ventricle with 


* Unfortunately the attachments to the lungs had 
been removed at autopsy so that the nature of the veins 
entering the transposed ‘‘left’’ or pulmonic auricle 
could not be positively determined. 
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concentric hypertrophy of latter; hypoplasia oi 
the pulmonary artery and bicuspid pulmonary 
valve; multiple defects of interauricular septum 
and widely gaping patent foramen ovale; 
anomalous septum in relatively small transposed 
‘‘left’’? or systemic auricle, dividing this into 
a small upper cavity receiving three veins, and 
a still smaller lower chamber containing the 
mitral orifice, the patent foramen ovale and 
that into its auricular appendix; anomalous 
entrance of one left pulmonary vein into larg 
transposed ‘‘right’’ or systemic auricle, which 
contains also the mouths of the superior and 
inferior cave and the coronary sinus, and th 
large tricuspid orifice; great hypertrophy and 
dilatation of transposed ‘‘right’’ or pulmonic 
auricle and ventricle with hyperplasia and de- 
formity of tricuspid segments and dilatation of 
the aorta; partial transposition of abdomina! 
viscera [situs inversus of stomach, duodenum, 
pancreas and of three (multiple) spleens, with 
incomplete rotation of liver and cecum] and 
persistent cecal mesentery; hyperplasia of 
thymus; passive congestion of organs. 


REMARKS 


In order to obtain a clear understanding of 
this apparently complex anomaly and the in- 
teresting clinical picture here presented, it will 
be necessary to consider in their relation to each 
other the two independent sets of cardiae ab- 
normalities combined in this patient, which had 
their origin at a very different period of 
embryonic life and were the result of very 
different causes. Mirror-picture dextrocardia is 
a condition which dates back to the very early 
stages of development in altered topical relations 
of the germinal area. As a part of a generalized 
situs inversus, while interesting as an anatomical 
curiosity, it is of no pathological significance, 
for all the component parts of the heart and the 
vessels entering, or given off it from this, are in 
exactly reversed relations and maintain there- 
fore their normal physiological bearings, so that 
in such eases there will be no disturbance of the 
course of the circulation. Mirror-picture dextro- 
cardia, however, associated as it was in the 
present case with only partial transposition of 
the viscera, and with absence of the sinus in- 
versus of the aortic arch, is not only of much 
rarer occurrence than complete transposition, but 
is also likely to be complicated by grave cardiac 











anomalies, for the position of the arterial and. 


venous ostia may be altered in relation to the 
transposed cavities, and the compensatory 
changes that are bound to occur during the 
closure of the interventricular and aortic septa 
are liable to give rise to anomalies that may 
appear most bizarre until their causation is 
traced in the light of the normal embryology of 
the parts involved. This subject has been dis- 
cussed in an illuminating way by several recent 
writers, among whom may be especially men- 
tioned Spitzer? and Pernkopf.? 

In the present case, in which both the lungs 
and the aortic arch had remained untransposed 
(as is evidenced by the normal position of the 
descending arch to the left of the vertebral 
column), there had evidently occurred, probably 
as a compensatory measure, (a) the development 
of an anomalous septum in the transposed ‘‘left’’ 
(pulmonic) auricle; (b) a displacement of one 
of the left pulmonary veins into the transposed 
‘‘right (systemic) auricle; and further (¢) the 
aortic septum, in growing down, had failed to 
unite with the interventricular septum, so that 
the latter had closed off the transposed ‘‘left’’ 
ventricle (containing the mitral valve) leaving 
the aorta in the transposed ‘‘right’’ or tricuspid 
valve ventricle along with, but to the right of 
and posterior to, the pulmonary artery and 
separated from the latter by the free lower 
border of the aortic septum. The mitral valve 
ventricle, having no outlet but this orifice, under- 
went a concentrie hypertrophy of its walls and 
an aplasia of its cavity, the entire work of the 
heart being done by the transposed ‘‘right’’ or 
venous chambers, 7.e., those containing the tri- 
cuspid orifice and lying, under the conditions of 
the situs inversus, on the left side of the heart. 
The course of the blood was from the caval veins 
into the transposed ‘‘right’’ auricle, thence 
through the large tricuspid orifice into the 
large transposed ‘‘right’’ ventricle, from which 
a large part went to the systemic circulation 
through the large aorta, and a smaller part 
through the hypoplasic pulmonary artery to the 
lungs for aeration; returning thence, this frac- 
tion of aerated blood passed into the smaller 
transposed ‘‘left’’? auricle and thence through 
the interauricular septal defect into the trans- 
posed ‘‘right’’ auricle’ where it met the venous 
blood from the systemic veins and passed mixed 
into the ‘‘right’’ ventricle for distribution to 
the aorta and pulmonary artery. Thus, all 
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blood sent to the lungs through the pulmonary 
arteries for aeration and to the systemic circula- 
tion through the aorta, was mixed venous and 
arterial, and the result was a high degree of 
oxygen-unsaturation in the body capillaries of 
the peripheral circulation, with the resultant 
marked cyanosis and clubbing that existed in 
the child. 

An interesting clinical feature in this case, 
and one which has apparently not yet been noted 
in the literature, although it admits of a simple 
explanation, is the apparently contradictory 
character of the electrocardiogram. As is well 
known, in uncomplicated mirror-picture dextro- 
cardia, the electrocardiogram is pathognomonic, 
in that the first lead shows a reversal of all 
waves, both inverted P and T waves and also 
a downward R in lead I, while in lead III a ta!l 
upward R establishes the existence of a right 
predominance, while reversal of the electrodes 
in the patient results in a perfectly normal 
electrocardiogram. These characteristic features 
of the electrocardiogram in true uncomplicated 
dextrocardia were pointed out by Sir Thomas 
Lewis* and others* and have been discussed at 
some length by Abbott® and Meakins.® 

In the present case, in which the dextrocardia 
was clearly established during life by the x-ray 
(Fig. 1), the electrocardiogram, while indicating 
a situs inversus of the heart by the inverted P 

_and T waves in Lead I, showed no right pre- 
dominance in leads I and III, and this, in the 
presence of an enormous hypertrophy and dila- 
tation of the transposed ‘‘right’’ (systemic) 
chambers, which, as is seen from the description 
and from Figs. 2 and 3 above, formed almost the 
entire ventricular and two-thirds of the auricular 
portion of the heart. Reflection shows that this 
absence of predominance in the electrocardio- 
gram must occur in all cases of situs inversus of 
the heart complicated by congenital lesions in- 
ducing great hypertrophy of the transposed 
‘‘right’’ (systemic) chambers, for these have 
come to lie under the altered conditions towards 
the left side of the body. This change in the 
characteristic electrocardiogram of mirror-pic- 
ture dextrocardia in the presence of other cardiac 
abnormalities has not as yet, however, so far as 
know, received any comment or discussion in the 
literature, although its mechanism is obvious and 
its significance clear, a fact made evident by 
study of the various leads. (Samoiloff*). 
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RENAL TUMOURS 


A Brier Review oF A SERIES OF CASES FROM THE DEPARTMENT OF UROLOGY, 


Royau Victoria HospitA., 


By Davin W. MacKenzir, M.D., anp GERALD A. Parkins, M.D., 


Montreal 


‘THE object of this communication is not to 


lay claim to any successful plan for diag- 
nosis, operative treatment or prognosis in the 
case of kidney neoplasms, but merely to present 
some difficulties met with in the care of such 
eases. We should like to review briefly the cases 
that have passed through this service during the 
last nine years. During that time 56 cases have 
presented themselves for treatment, all adults— 
13 of these cases were benign and 43 malignant. 


BENIGN TUMOURS 
We shall pass shortly over these benign tu- 
mours as they are very much in the minority 
and relatively unimportant. 
these 13 cases included: 


Pathologieally, 


Solitary cysts 
Multiple cysts 
Fibroma 

Papilloma with caiculi 
Hemangioma 


The solitary cysts generally give no symptoms 
in themselves. They are very often an accidental 
finding at the time of operation for some other 
renal condition. When large, as in one of our 
cases, the retro-peritoneal mass was discovered 
on a routine examination. The patient had not 
noticed it and it had given rise to no symptoms. 
In this case the cyst was attached to the lower 
pole and was readily excised. The fibroma had 
no diagnostic feature distinguishing it from a 
malignant growth of the kidney, except perhaps 
that there was at no time any hematuria; pain 
and a readily palpable mass were present. The 
pyelogram showed a loss of the lower calyx. 

The two cases of papilloma were admitted and 
operated on for renal caleulus, the papilloma 


being an accidental finding at the time of opera- 
tion. 

In the case of hemangioma the patient gave « 
history of passing blood for two weeks. Thi 
cystoscopy showed blood from the left ureter 
and the pyelogram a dilated and distorted rena! 
pelvis. Operation revealed a large hemangioma 
occupying the upper pole. 

These 13 cases of benign tumours were dis- 
charged cured and are living and well to-day. 

MALIGNANT TUMOURS 

There is probably no medical question which 
is more widely discussed than the question of 
cancer; there is no medical problem for which a 
solution is more earnestly sought; nor is there 
a subject of study in our profession in which the 
general public is more vitally interested. In the 
treatment of this malady during the past few 
years there have been successes and failures, 
there has been praise and there have been re- 
eriminations. We approach the subject with 
caution, but we must remember that in our 
honest effort we are breaking relatively new 
ground and that a scientific approach to the 
whole subject is only of recent years. 

Forty-three cases come under this heading. 
Thirty-seven were definitely proved, the remain- 
ing 6 being questionable owing to insufficient 
data, 3 of them refusing an exploratory opera- 
tion. Operation was performed on 27 out of 37, 
8 being deemed inoperable. The general condi- 
tion of 2 precluded any operative interference ; 
the other 6 showed metastases in the lungs, one 
being further complicated by diabetes, another 
by liver metastasis. 

The age incidence of these 37 cases was as 
follows: 








Age 
lg iat s ha ad 52 ict cieteia 0 
MEME oe oc anne™ sc) ocak stele e scien ees 5 
RIOR ae Saison ale sk 4a ese ee bane waren 1 
SRNR pip ocala cin ota s 40a) ate- ase! site auger 10 
Se RMD an Wha aren eae bo Ncsah ne tlee see ee 12 
lh EE OO CE OTE Ee eee 8 
PURGE 5c 28, Sora e ra wnt aiars G'sc3 ob aha RS Slee 1 


More than 50 per cent occurred during the 
fourth and fifth decades. These statistics coin- 
cide with those reported from other clinies. As 
regards sex, 21 were males and 16 females. The 
right kidney was diseased 14 times and the left 
23 times. 

The following table shows the chief signs and 
symptoms: 


Initial Associated 
ee RES ae 14 9 
ee Re ne re 16 11 
I ra aie aera pe ksineaae awe 3 20 
Weakness and lcss of weight...... 2 7 
WRN ooo rete iia ca eacreia a eves oie 2 
WII: 95 cig seis Kees eces siaxae a iats 2 


The classical triad of hematuria, pain, and 
kidney tumour was present in 11 eases: of these 
6 had metastases and were deemed inoperable. 
This emphasizes the fact that the importance of 
each symptom should be considered initially as 
it appears, and that the diagnosis should not be 
allowed to wait until the clinical picture is com- 
plete, and also the very evident importance of 
early and thorough investigation of any single 
sign or symptom pointing towards the kidney. 

In this series hematuria was one of the most 
prominent initial symptoms, occurring in 14 
cases and associated in 9. 
with other investigators. 


This roughly agrees 
It is probably the most 
important symptom from a diagnostic point of 
view, as it immediately directs the notice of the 
patient and the physician to the urinary tract 
as the seat of trouble. Fourteen of our cases, 
however, did not have hematuria either as an 
initial or associated symptom. 

Pain was the most prevalent symptom, occur- 
ring in 16 as the initial and in 11 as an associ- 
ated symptom. It was generally dull and 
gnawing in character, except during the passage 
of clots. 


Tumour was not a prominent initial symptom, 
occurring only in 3 eases (9.6 per cent), but it 
was the principal associated symptom in 20 cases. 
The two eases in which weakness and loss of 
weight were given as the initial symptoms had 
very 
metastases. 


far advanced lesions with multiple 
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The onsct of the symptoms before seeking 
medical advice, or at least before admission to 
the hospital, ranged all the way from one day 
to 4 years; 18 came during the first 12 months, 
19 between 1 and 4 years. Those patients pre- 
senting themselves in the early stages of the 
disease, as determined by the initial symptoms, 
did not necessarily escape early metastases, as 
9 out of 18 presenting themselves inside the first 
year had metastases. Two of these had large 
palpable tumours. Three died following opera- 
tion. One case, giving as the initial symptom 
pain two and one-half months previously, had 
metastases in the lungs, pleura and peritoneum. 
(Autopsy). Another, with an initial symptom 
three weeks previously of hematuria, had metas- 
tases in the lungs. 

Hyman' in a series of 26 cases, in which the 
initial symptom appeared from 2 days to 12 
months before operation gives more striking 
figures. 


showed growth in renal vein; 

showed growth in renal vein and vena cava; 
showed retroperitoneal gland involvement; 

proved inoperable, as determined by exploratory 
operation ; 

1 showed metastases in lungs; 

tumours were large in size; 

7 of these patients died within the year. 


— 
HO 


ow 


wo 


DIAGNOSIS 


In the majority of these 37 cases the diagnosis 
was not difficult, the history, physical examina- 
tion, eystosecopie and pyelographie study reveal- 
ing sufficient data to make a moderately clear 
eut picture. Pyelography, by showing deform- 
ities in the renal pelvis, may be said to be 
probably the most important single diagnostic 
aid at the disposal of the urologist. 
that may occur include: 


The changes 


1. Elongation of one or more of the calyces 
or the true pelvis. 

2. Shortening of the calyces. 

3. Encroachment of the pelvic lumen, causing 
flattening of the pelvic contour, narrowing 
of individual ecalyces, or obliteration of the 
true pelvis. 

4. Broadening of the calyces. 

5. Pyelectasis. 

6. Displacement of the pelvis. 

7. Deformity of the uretero-pelvie junction. 

Conditions other than tumour may produce 


somewhat similar pyelograms. Hydonephrosis, 
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extensive pyonephrosis, blood clot, and calculi 
may at times give suggestive pyelograms, but the 
history, physical examination and other cysto- 
scopic findings will generally permit the correct 
diagnosis to be made. 

Eight patients had metastases when first ob- 
served. Six of these showed involvement of the 
lungs, and two of the liver. In these latter two 
cases the metastases dominated the clinical pic- 
ture. Besides the evidence of liver growth there 
was marked weakness and emaciation. They 
both died, one following a jejunostomy and the 
other an exploratory laparotomy. 

At operation, or subsequently to operation, 
the following metastases were found: 


Carcinoma: 

Retroperitoneal glands 

Liver 

Liver and retroperitoneal glands 

Lungs and skin 

Lungs, pleura and peritoneum 

No evident metastases 
Hypernephroma: 

Retroperitoneal glands 

Liver, lungs, spleen, heart, 

peritoneum and glands 

In wound and inguinal canal 

No evident metastases. ........ccccccccees 
Cystadenoma Papilliferum Malignum: 

Tongue, before operation 


left adrenal, 


TREATMENT 


Nephrectomy, with removal of the regional 
lymph glands if involved, is in the opinion of 
all urologists the only hope of cure. Radium 
and deep x-ray may be used but only as ad- 
juvants. Some claim that deep x-ray therapy 
aids in controlling hemorrhage in inoperable 
cases. The curved loin incision was invariably 
used and the tumour in all cases removed with 
the regional lymph glands, where possible with- 
out other incision, the transperitoneal route as 
advocated for large tumours not being necessary. 


RESULTS 


The prognosis is anything but encouraging, 
the ultimate mortality being placed as high as 
90 per cent by some observers. (Braasch?). Hy- 
man gives the following percentage of cures: 
“‘TIsrael in 34 patients reported 18 deaths from 
recurrence of metastases within 2 years; Garceau 
in 43 patients, 39 deaths from recurrence or 
metastases within 3 years; Cunningham in 31 
patients reports that only 9 had passed the 3 
year period. Kuester had 11 per cent cures at 
the end of 4 years; Braasch, 27 per cent cures 


at the end of 3 years, and 10 per cent cures at 
the end of 4 years. Pleschner reports 17 per 
cent cures at the end of 3 years and 4.8 per 
cent cures at the end of 5 years. Berg reports 
25 cases all dead within 7 years. Paschon col- 
lected 268 cases, only 17 per cent were free from 
recurrence after 3 years.’’ 

In this series of 27 operative cases our im- 
mediate results were 4 deaths; 18 were dis- 
charged as cured; 3 as improved and 2 as not 
improved. 

Of these twenty-seven cases we know that 
nine have since died, six with recurrence or 
metastases; one from toxic goitre; one from a 
simple operation on the nose; one also is dead, 
the terminal cause unknown. Light are living 
and well; one operated upon in 1921; one in 
1923 ; one in 1924; two in 1926; and one in 1927. 
One also at the present time is alive, but has 
metastases in the wound. The remaining 5 cases 
are questionable; information is lacking. As- 
suming that these 5 cases are dead and that the 
two operated on in 1926 and the two in 1927, 
do not come under the period of cure, this 
would give 4 cases cured. 


PATHOLOGY 
Pathologiecally, 
cluded : 


our 27 operative cases in- 


Hypernephroma 

Carcinoma 

Papillary adenocarcinoma 
Squamous-celled carcinoma 
Leiomyosarcoma 

Cystadenoma papilliferum malignum 


Bee bOI 


The cases of renal tumours here reported 
represent in frequency of occurrence and type 
the general experience. 

First stand the hypernephromata, and in these 
cass are recorded all those tumours which his- 
tologically resemble suprarenal cortical tissue 
and occur in either more typical or atypical man- 
ner. Whether all of these cases really represent 
derivatives of suprarenal tissue is somewhat ques- 
tionable, and many would not divorce some of 
the tumours formerly classified as hypernephro- 
mata and would put them into the category of 
genuine renal cancers. This is applied partic- 
ularly to those hypernephromata in which a 
more tubular or papillary arrangement of the 
tumour cells is to be noted. As regards the 
origin of the hypernephromata themselves there 
is some discussion as to whether they are derived 
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from suprarenal tissue proper or from misplaced 
suprarenal tissue in the kidney. Some of the 


eases of the heterotopic suprarenals make it 
possible to assume that from them growths may 


Fic. 1—No. 5845. This shows a normal and well 
filled renal pelvis in good position. The catheter on the 
left is outlining a large retroperitoneal mass, which 
proved at operation to be a large solitary cyst of the 
lower pole. 


Fic. 2.—No. 5990. This pyelogram is quite typical, 
showing flattening and almost complete encroachment of 
the pelvis by the tumour. 
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directly extend into the kidney, and in one or 
two instances the tumours have also been found 
to contain suprarenal medullary tissue. A point 
of practical importance in all of these growths 
is the impossibility to determine accurately from 
histological examination their possible malig- 


naney. In this the 


connection manner of 


Fic. 3.—No. 5990. This plate shows a metastasis 
in the left lung at the level of the fifth rib. 


Fic. 4.—No. 4820. The pelvis is well filled. There 
is a loss of the middle calyx and a distinct flattening 
in this region. The upper and lower calyces are ill 
defined, blunt, and broadened at their bases. 
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growth, invasion into veins, and similar char- 
acteristics appear of greater importance than the 
more histological findings. 
tases are in the lungs. 


The common metas- 
It is also generally 


Fic. 5.—No. 5286. This shows a small pelvis, low 
placed, with a complete loss of the upper calyces. 


Fic. 6.—Carcinoma replacing the lower half of 
kidney, and pushing up and involving all of the pelvis. 


stated that they frequently metastasize to bones, 
which is in our experience an uncommon occur- 
rence. Sometimes, as in one of our cases, very 
diffuse hematogenous metastases occur. Here 
were found growths in the liver, lungs, spleen, 
heart, the adrenal of the other side, peritoneum 
and in the retroperitoneal glands. On the other 
hand metastases are sometimes missed entirely. 
Hypernephromata occur at all ages, even in 
children. 

Next to the hypernephromata in frequency in 
our list stands the cancer, and here are included 
all those tumours which show a more character- 
istic glandular growth (adenocarcinoma) and 
are of a cell type which is unlike that of the 
suprarenal cortex. It is generally assumed that 
these growths arise from the epithelium of the 
uriniferous tubules, and some have assumed 
growth even from the epithelium of the Mal- 
pighian corpuscles. Both of these ideas, how- 


ever, are not definitely proved, although the 
tumours as a group are evidently distinct from 
the hypernephromata. There are a certain num- 


Fic. 7.—Hypernephroma involving the lower half 
of kidney and encroaching on the renal pelvis. 
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ber of cases in which a combined picture of 
papillary and tubular cancers appear, and the 
lining cells resemble those of the clear collecting 
tubules of the kidney. These tumours, formerly 
included amongst the hypernephromata, are now 
regarded by some as genuine renal cancers. The 
metastases in these instances appear to be either 
lymphatic to the retroperitoneal glands, or, as 
in the hypernephromata, hematogenous to vari- 
ous parenchymatous organs. The point of im- 
portance in connection with these cancers is not 
to confuse them with squamous or stratified 
epithelial cancers which arise from the pelvis 
of the kidney and, gradually growing upwards, 
also involve the kidney parenchyma. 

Finally, the sarcomas are much rarer and gen- 
erally of the embryonic or mixed type, teratoid 
in origin, and contain within the sarecomatous 
part of the tumour, tubular rests. In one of our 
cases embryonic muscle cells seemed to constitute 
the essential part of the tumour. A consider- 
able amount of discussion has been going on as 
to the origin of these growths, and while all agree 
that they find their origin in early embryonic 
life (many are congenital), their exact genesis 
is still much under discussion. Most investi- 
gators assume that they arise from misplaced 


rests of adjoining mesoderm which have been’ 


passively incorporated within the renal blastoma. 
On the other hand it is also possible that there 
occurs, at least in parts, a misdirection within 
the nephrogenic cord, (which is itself meso- 
dermal in origin), so that misdirected lines of 
development occur instead of a uniform normal 
differentiation into co-ordinating glandular 
tubules. These tumours may, therefore, show 
all sorts of mesodermal derivatives, even mus- 
cular tissue. 

Among the so-called tumours, solitary cysts 
or complete cystic kidneys are not infrequently 
encountered, and occasionally papillary adeno- 
mata (small fibroid or myoid nodules enclosed 
in the medulla or cortex are common, but prac- 
tically unimportant). They are also assumed to 
find their origin in embryonic faults, but may 
increase in post-natal life. 

Very rare are the hemangiomata or caverno- 
mata, of which there is one instance in this series. 
It is also assumed that these arise from develop- 
mental faults (excessive vessel growth with 


ectasy), and they are of practical interest as they 


may give rise to intermittent hematuria from an 
otherwise normal kidney. Sometimes they are so 
small and deeply embedded within the renal 
parenchyma that they are discovered only after 
very careful search and complete sectioning of 
the whole organ. 

It is important to emphasize, finally, that the 
renal tumours must be distinguished from those 
of the pelvis of the kidney. They may, as al- 
ready referred to, by expansion and infiltration, 
invade the kidney from the calyces and medulla 
upwards. Here are concerned, particularly, 
squamous-celled cancers, (sometimes with kera- 
tinization), adenocarcinomata, and papillary 
eaneers. Their connection with urinary calculi 
is striking and sometimes the growth may, as 
in the gall bladder, surround and enclose a 
ealeulus. According to some, as many as 15 per 
cent of these pelvic growths are associated with 
ealeuli. 

Very rare are primary tumours of the ureter, 
but isolated cases of cancer and multiple papil- 
lomata have been recorded. In our service there 
has been only one such ease. 


CONCLUSIONS 
In this short paper we have not attempted 
anything further than a survey of our cases. 
We have not attempted in any way to add any- 
thing to what has already been written on the 
subject. 
The conclusions that might be drawn are :— 


1. The extreme malignancy of kidney tumours. 


2. The importance of thorough early investi- 


gation. 
The difficulty of early diagnosis. 
. The disproportion that exists between early 
symptomatology and pathological findings.” 
. The necessity of completeness in the urolog- 
ical examination; also the early and useful 
information. to be 
pyelography. 


obtained from good 


We are indebted to Prof. Horst Oertel, of the Path- 
ological Institute, McGill University, for the pathological 
description of these tumours. 
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DIVERTICULUM OF THE SOPHAGUS* 


A Report oF Two REcENT CASES 


By C. W. Burns, B.A., MD., F.A.CS., 


Lecturer in Surgery, Manitoba University, 
Surgeon, Out-Patients’ Department, Winnipeg General Hospital, 


Winnipeg 


[? has many times been said that ‘‘The rarity 

of any pathological condition varies inversely 
as our knowledge of it increases.’’ This is quite 
applicable to diverticula existing anywhere in 
the alimentary tract. Not so many years ago, 
we heard little or nothing about diverticula of 
the duodenum or sigmoid and still less about 
diverticulum of the wsophagus. These patho- 
logical conditions, the importance of which has 
formerly been under-estimated and too often 
neglected, are to-day demanding a place in 
differential diagnosis. More frequently these 


conditions are now being diagnosed, not perhaps 


because they are so much more common, but 
because of improved methods in differential 
diagnosis and the assistance obtained from the 
x-ray and the radiologist. 

Perhaps the most rare, but not the least in- 
teresting, of these conditions is diverticulum of 
the esophagus. My attention has been partic- 
ularly directed to this condition in the past six 
months because of two cases I have had the op- 
portunity to observe and treat. These cases 
were all the more instructive, as regards symp- 
tomatology, treatment and prognosis, as they 
represented the two extremes of the malady. 
Both cases were females, one 68 years of age, 
the other 55 years of age; both had suffered for 
years from symptoms which varied progressively 
from inconvenience and difficulty in swallowing 
to inanition and starvation, but the former was 
beyond treatment; the latter was treated surgi- 
cally with marked success. 

The first patient had not submitted to treat- 
ment in the earlier stages although a correct 
diagnosis was made five or six years ago when 
the diverticulum was operable. The result of 
this failure to submit to treatment was extreme 


* Read before the Winnipeg Medical Society, Decem- 
ber 14, 1928. 


emaciation, since she was unable to swallow food 
except into the diverticular sac, not even fluids 
being able to pass into the stomach. A huge 
diverticulum extended well down into the medi- 
astinum, with consequent progressive inanition 
and finally a fatal termination from starvation. 

The second patient, somewhat younger, had 
been suffering from progressively increasing 
dysphagia for six or seven years and was also 
much underweight. She had received many 
types of treatment, from as many different 
sources, but unfortunately a correct diagnosis 
had not been made. At the time I saw her the 
symptoms were fairly typical, rendering correct 
diagnosis much easier than it doubtless was at 
earlier periods. These symptoms will be enum- 
erated in the ease report. The clinical diag- 
nosis was confirmed by the x-ray. Later, the 
sae was removed surgically. The result has 
been complete relief of symptoms, much to the 
satisfaction of the patient who can now enjoy 
her meals, and has no difficulty in swallowing. 
Increase in weight has been progressive. 

Since our text-books on surgery do little more 
than simply mention this rare pathological con- 
dition, it may be interesting to review some 
points I have found in the literature before pro- 
ceeding with a detailed report of these cases. 

Less than 200 cases have been reported over a 
period extending from 1764 to the present time. 
Ludlow,’ an English surgeon, reported the first 
in 1764 as ‘“‘A ease of obstructed deglutition 
from a preternatural dilation of, and bag formed 
in the pharynx.’’ In 1877 Zenker? made a study 
of 23 eases previously reported and in these he 
included five cases which had come to autopsy. 
From the study of this series he classified them 
as traction and pulsion diverticula. 
fication is still used. 

Traction diverticula are occasionally multiple. 


His elassi- 
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They occur at any point along the esophagus 
below the pharyngeal junction, and are thought 
to be due to traction in the esophageal wall from 
without. They result from contracting tissue 
following peri-cesophageal inflammation or sup- 
puration, usually of the tracheo-bronchial lymph- 
glands, although they have been found as sequele 
to vertebral caries or mediastinitis. All of the 
muscular coats of the esophagus are included in 
this type of diverticulum. This is one reason 
why they rarely become very large. It is un- 
usual to find them more than one centimetre in 
diameter. Traction diverticula rarely cause 
symptoms because the apex of the pouch is 
smaller than that of the opening, and they nearly 
always point upward or lie horizontally. The 
advantage of this position, plus the contracti- 
bility of the muscular coats, obviously assists in 
keeping the traction sac empty. Consequently, 
they rarely increase in size, and therefore do not 
produce symptoms. When, however, the base of 
the sac lies lower than the esophageal opening, 
food may lodge in it and thus convert it into a 
traction-pulsion diverticulum, of which Tetten 
has reported six cases. The uncomplicated trac- 
tion diverticulum is rarely diagnosed ante- 
mortem, unless a foreign body becomes lodged 
in it, when ulceration and perforation may lead 
to mediastinitis and death. 

The pulsion diverticula on the other hand 
develop from pressure within the csophagus 
itself. Their point of origin is practically con- 
stant. Their sacs are devoid of the muscular 
coats of the esophagus, but consist only of the 
mucous and submucous coats. Their tendency 
is to increase in size fairly rapidly, and they are 
capable of attaining huge proportions, so that 
they often extend into the mediastinum. Even- 
tually, by their weight and constant traction, 
they shut off the normal csophageal lumen alto- 
gether. This type is capable therefore of pro- 
ducing most alarming symptoms, and is the one 
of greater interest to the diagnostician and the 
surgeon. These diverticula are in reality hernie 
of the mucous and submucous coats of the 
cesophagus. 

Pulsion diverticula arise on the posterior sur- 
face of the esophagus at the point of junction 
of the pharynx and the esophagus. They occur 
in the midline just below the last transverse 
fibres of the inferior constrictor muscle and 
within a little triangle (known as Lainer’s 
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triangle) bounded on either side by the oblique 
fibres of the crico-pharyngeal and above by the 
transverse fibres of the inferior constrictor 
muscle. The point has been called the pharyn- 
geal dimple, owing to the fact that the ceso- 
phagus is not protected by muscle in this area. 

Regarding etiology, Dachtler* says, ‘‘We must 
bear in mind the physiology of deglutition 
which we feel plays a rather important part in 
the etiology of esophageal diverticula. A bolus 
of food is gathered upon the upper surface of 
the tongue, and by compression of the tongue 
against the soft palate, assisted by the mylohyoid 
muscles the bolus is rapidly shot through the 
pharynx into the upper esophagus. It must 
necessarily arrive in the region of the poorly 
supported cesophageal wall with considerable 
force which undoubtedly adds insult to this 
region.’’ 

Others suggest congenital weaknesses of the 
cesophagus. One case reported followed the 
sticking of a cartilaginous piece of meat in the 
throat, the author claiming that the symptoms 


Figure 1 Figure 2 Figure 3 Figure 4 


Fies. 1, 2 AND 3.—Diagram of the development of 
an esophageal diverticulum. Note how obstructive 
symptoms develop as the sac enlarges. 


Fig. 4.—Shows how the bougie enters the diverti- 
culum on a loose string, and how it is elevated and 
directed down the esophagus when the string is drawn 
taut. 
clearly followed this accident. Still others 
regard infections, and especially typhoid fever, 
as an etiological factor. Maylard* states that a 
congenital diverticulum may be caused by the 
persistence of one of the bronchial clefts. 

Since the narrowest part of the esophagus is 
at the level of the cricoid cartilage, and since at 
this point also one finds the muscular support 
deficient posteriorly, it seems reasonable to sup- 
pose that the act of swallowing large poorly 
masticated particles of food would have some 
effect in producing diverticula at this point. 
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Once the pouch has been initiated its increase 
in size is quite comprehensible. 

On account of the anatomical relations of the 
cesophagus in its upper few inches, the majority 
of pulsion diverticula burrow to the left, and as 
they increase in size present a tumour or bulging 
to the left of the trachea. The size of the mass 
varies according to the degree of distension of 
the sac at the time of examination, being of 
course more prominent during food ingestion. 
Many of the patients learn that digital pressure 
on the neck assists them in swallowing, when in 
reality they are simply compressing the dis- 
tended sac, and by the act of deglutition are 
forcing the food from it into the esophagus. The 
illustrations to follow will demonstrate clearly 
how much easier it is for food to pass down into 
the diverticulum than into the esophagus and at 
the same time they demonstrate the difficulty one 
has in passing the stomach tube or an esophageal 
bougie. The tube almost invariably finds its 


Fic. 5.—Sound passed to the bottom of the diverti- 
culum. The shaded area shows the sound drawn to the 
opening into the esophagus when the thread is pulled 
taut. 
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way into the diverticulum rather than into the 
stomach. To overcome the difficulty in passing 
an «esophageal tube in those cases requiring 
tubal feeding before operation, C. H. Mayo® 
recommends having the patient swallow a silk 
thread, which after twenty-four or forty-eight 
hours becomes fixed in the intestinal canal suffi- 
ciently firmly to be used as a guide for the 
bougie or tube. When the string is pulled taut 
the tube is threaded and guided into the ceso- 
phagus instead of going into the more aceessible 
diverticular opening. If the thread is allowed 
to remain lax and the sound passes, the sound 
finds its way into the diverticulum, but by pull- 
ing the thread taut the staff pulls out of the 
mouth for a distance equal to the depth of the 
sac. The sound will then be at the opening into 
the esophagus and can be passed by holding the 
string taut. 

Such a procedure, he states, is a distinct aid 
in differential diagnosis since diverticulum is the 
only esophageal lesion in which the results just 
deseribed will be observed. It also gives a 
measurement of the depth of the sac. In cases 
of marked emaciation, feeding, either by means 


of the stomach tube or by the gastrostomy tube, 
is quite essential before excision of the sac may 
be safely undertaken. 

The treatment of these cases is essentially 


surgical. The operation is a comparatively safe 
procedure, the mortality rate is low, while with- 
out operation the prognosis is progressive inani- 
tion. A two-stage operation is recommended and 
is much safer than attempting removal of the 
sae at one sitting. The first stage consists of 
the isolation and dissection of the pouch from 
the esophagus and adjacent tissues to which it 
is usually adherent. The sac is thus freed well 
up to the angle of its origin, and is carried 
laterally to be fixed in the skin wound, care 
being taken to have the base planted at a level 
superior to the esophageal opening without 
exerting lateral traction on the esophagus. The 
sae is left in this position for a week or ten days 
to allow adhesions to form and thus protect 
against a mediastinitis. The second stage con- 
sists of excising the sac, or simply cutting it 
flush with the skin, separating and cutting away 
the mucosa from the submucosa down to the 
cwsophageal opening. The wound is then packed 
with gauze and closure as a rule takes place in 
a few days. Others recommend ligating the sae 
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close to its esophageal origin thus allowing it 
to slough away. Whatever method is used, there 
is no doubt but that the two-stage operation is 
much the safer procedure. 

Where tubal feeding is found essential after 
the first stage, it may be instituted by passing 
a soft catheter through the transplanted sac into 
the esophagus. Usually, however, the patients 
are able to swallow fluids after the first twenty: 
four hours. 


CASE 1 


An elderly lady, aged 68 years, now bed-ridden, 
consulted me first on March 4, 1928. Her complaints 
for years were as follows: difficulty in swallowing, the 
food seeming to stick in, the throat; coughing at meals; 
a bad taste in her mouth, with foul breath; recent 
rapid loss in weight, weakness, hunger, confinement to 


Fic. 6.—Case 1.—Pouch; a picture taken five years 
before death. 


bed; about seven years ago she first noted an increase 
in size of her neck after meals. ‘‘The neck seemed to 
swell up,’’ she said. This swelling disappeared after 
the food was regurgitated. 

About six or seven years ago she was examined on 
account of the above symptoms. X-ray examination 
showed a large diverticulum. Operation was not done; 
whether the patient refused or not I do not know. After 
every meal the patient emptied the distended sac by 
digital pressure and manipulation and cleaned it out as 
thoroughly as possible by drinking water, and regurgitat- 
ing it. She kept this up over a period of some years 
and got along fairly well until January, 1928, From 
this time on she went down hill very rapidly. 

The relatives with whom the patient lived had told 
me many times of the symptoms, but it was not until 
March, 1928, that I was called to see her in a professional 
capacity. She had not been under the care of any 
physician for some years. Routine examination revealed 
no organic disease which would contribute to her present 
deplorable condition, other than inanition from lack of 
food assimilation. I have never seen a more emaciated 
patient, and since I had been acquainted with her for 
many years, the tremendous change in a few months was 


DIVERTICULUM OF THE (ESOPHAGUS 


625 


most unexpected. While this was my first professional 
visit I had the advantage of knowing that a diverticulum 
presumably existed. Mentally she was perfectly clear 
and in good spirits. 

After cocainizing the pharynx, several attempts 
were made to pass a stomach tube, directing it anteriorly 
with the finger well back in the pharynx. In this way 
the ordinary stomach tube would rapidly pass 16 to 18 
inches or to the mark which normally indicates that the 
stomach has been reached. I, therefore, felt confident 
that the tube had escaped the diverticular opening and 
had passed into. the stomach. My hopes were increased 
when I found that four large tumblers, or about a 
quart of water could be instilled without discomfort or 
overflow. On removing the tube the patient remarked 
that she could tell whether the water was in the pouch 
or in the stomach and promptly forced the water out. 
Several attempts to pass the tube into the stomach were 
equally unsuccessful so rectal feeding in the meantime 
was advised. From the quantity of fluid instilled one 
may judge as to the size of the diverticulum. 

A gastrostomy was suggested, but was not urged, 
as it seemed evident that no form of treatment would 
be satisfactory at this late stage. The patient died of 
inanition and exhaustion a few days after I had seen 
her. 


CasE 2 

A married woman, aged 55 years, underweight, 
poorly nourished, rather yellowish in colour. She con- 
sulted me first in April, 1928. The diagnosis at that 
time was diverticulum of the csophagus, which was 
later confirmed by x-ray. 

Previous Illnesses—None referable to systemic 
disease, except those which can now be attributed to the 
present illness in a less exaggerated form. 

She complained of progressive difficulty in swallow- 
ing, with regurgitation of food of about seven years’ 
duration; indigestion, with pain in the epigastrium; 
noisy deglutition, worse when she had a cold in the head 
or upper respiratory passages; to swallow then was 
agony, she said; there was a bad taste in the mouth ali 
the time, with an offensive odour to the breath, less 
noticeable if entirely on a liquid diet; there was loss of 
weight with fatigue easily induced; she felt as though 
food stuck in her throat. In past few weeks, she could 
relieve this sensation by digital pressure on the neck on 
one or both sides. 

Patient described her regurgitation by the term 
“‘lift’’ and remarked that she was greatly troubled with 
this persistent ‘‘lift’’ in the throat during food ingestion. 
Frequently several hours after taking pills for the bowels, 
she would waken to taste them again, especially if she 
had been lying on one side or the other. Sie declared 
it was some years since she enjoyed a meal like other 
people. 

She stated she had consulted various physicians re- 
garding her trouble, and had had her teeth, tonsils, and 
thyroid removed, electrical treatments, ete., but the 
symptoms persisted. 

Physical Examination—The patient looked: tired 
and worn; colour sallow; tongue coated; bad odour to 
the breath. There were dental plates in upper and 
lower jaws. The neck was negative except for a 
thyroidectomy scar from this operation four years ago. 
Swallowing was of a peculiar type, with a noisy gurgling 
sound and the post-deglutition ‘‘lift’’ she spoke of. No 
mass was detected after swallowing water. 

The heart showed a slight mitral murmur. 
blood pressure was 145 systolic and 78 diastolic. 
lungs were negative. 

The abdomen was negative to palpation; frame 
work bony; the spleen prominent but not enlarged. 

The urine was normal. 

The x-ray examination showed the diverticular 
pouch lying posterior to the esophagus and extending 
down to the level of the thoracic inlet. 


The 
The 
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Fortunately, I did not advise immediate operative 
treatment, as the patient did not look at all well and 
needed rest and nourishing fluids, preparatory to opera- 
tive treatment. A few days later she developed mumps. 

Reports received by letter showed progression of the 
symptoms. She returned in August for operation. I 
did not consider pre-operative tubal feeding necessary, 
as she could still ingest fluids fairly well. Another 


Fic. 7.—Case 2.—Pouch posterior to esophagus. 


skiagram was taken after barium ingestion. The sac 
had increased somewhat in size and, in the radiologist’s 
opinion, was behind the esophagus, but the tendency 
was for it to lie more to the right than the left, which 
made one hesitate as to which side of the neck would 
give the better exposure. I decided to cut down on the 
left, since the esophagus tends to take a course slightly 
to the left of the middle line. 


OPERATION 


Usual technique. An incision was made along 
the anterior margin of the left sterno-mastoid. The 
remaining shell of the left thyroid lobe was adherent 
and difficult to dislodge medially, as was anticipated. 
The inferior and superior thyroid vessels were ligated. 
Thyroid tissue and the trachea were displaced to the 
right. The diverticulum, located as quite a thin-walled 
sac, not densely adherent to the wsophegus or peri- 
esophageal tissue, was separated, chiefly by blunt dis- 
section up to its origin from the esophagus. The neck 
of the sac was wide. The sac ligated as close to the 
cesophagus as possible. The wound was closed, leaving, 
the base of the sac protruding through skin incision, 
with the base in a plane superior to the neck of the sac. 
A small tube was inserted to lie along the inferior 
margin of the now horizontal sac. Her post-operative 
condition was good. 


PROGRESS 


Ice chips given for the first twenty-four hours; 
small quantities of water on the second day, with strained 


The physicians’ greatest skill perhaps often lies in 
the infusing of hopes, and inducing some composure and 
tranquility of mind, before they enter upon the other 
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fluids. Swallowing was rather painful. 4th day: out of 
bed. 8th day: some infection of the wound had occurred 
in the site where the sac had been fixed. The discharge 
had a bad odour. 10th day: still considerable discharge 
with localized induration. The patient swallowed easily ; 


no regurgitation or ‘‘lift’’; the taste in the mouth 


much improved; general condition was good. 

She remained in the hospital for eighteen days on 
account of the necessary dressings, but she was well 
and about the flat. 

November 7, 1928.—She had gained thirteen pounds; 
had no difficulty in swallowing, and said that she could 


take ordinary food, ete. She considered herself entirely 
well. 


CONCLUSIONS 
1. Persistent dysphagia is deserving of a thor- 
ough investigation, keeping in mind the classical 
symptoms of diverticulum. 

2. The x-ray, with the ingestion of an opaque 
meal, will give invaluable assistance in making 
a differential diagnosis. Fluoroscopie observa- 
tions should be followed by a permanent film. 

3. Pre-operative care should be duly instituted 
to suit the ease in question. The sae should be 
freed of all foreign material before operation. 

4. The treatment is essentially surgical and is 
a comparatively safe procedure. 
operation is probably the safer. 


The two-stage 


5. Without surgical treatment the prognosis 
is progressive inanition and death. 

While the esophagoscope was not used in the 
cases reported it is of invaluable service: (1) in 
making or confirming diagnosis; (2) in aspirat- 
ing the diverticular sae and irrigating it prior 
to incision; and (3) in transilluminating the 
sae during operation, thus facilitating its identi- 
fication and assisting the surgeon in its removal. 


(For a more detailed description of the use of the 
cesophagoscope in the surgery of diverticula, refer to 
‘‘Reprint from the Transactions of the College of 
Physicians of Philadelphia, 1925, Volume XLVII, by 
Chevalier Jackson and Thos. A. Shallow. The discussion 
on differential diagnosis is necessarily long and has been 
omitted from this paper.) 
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operations of their art: and this ought to be the first 
endeavour of the patient too: without which all other 
medicines may lose their virtue.—Sir William Temple. 
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OF THE LIVER 
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P to the present time considerable exper- 

mental work has been put forth to show that 
obstruction of the extra-hepatic bile ducts leads 
to the production of a varying amount of fibrosis 
in the liver. The first experimental results pub- 
lished along this line appeared in 1866 when 
Wyss’ discovered that ligation of the common 
bile duct led to a hepatic cirrhosis. This work 
was further supported by other writers who 
supplied clinical as well as experimental evi- 
dence. 

The experimental evidence adduced by the 
workers of these pre-antiseptic times might well 
be questioned as to the possibility of infection 
having played an important part in the produc- 
tion of the fibrotic changes in the liver. Recog- 
nizing this, Harley and Barratt? in 1898 under- 
took to produce biliary obstruction by ligation, 
with proper regard to asepsis in their technique. 
They found an inereased amount of intra- 
lobular tissue in animals living five or six 
months, but noted that the changes were not as 
extensive as those seen in the disease in man. 

Recently, Rous and Larimore® have confirmed 
the results of the earlier workers by causing 
total obstruction of the common bile duct in 
rabbits. These animals were used because of 
the great secretion of bile in relation to their 
body weight. They found a unilobular or peri- 
cholangitie fibrosis within three weeks, the liver 
becoming a roughly hobnailed organ, which in 
spite of the marked parenchymal destruction 
and fibrous tissue replacement showed very 
little or no reduction in size. 

Fibrotic changes are found in the liver in con- 
ditions where congenital obliteration or atresia 
of the bile ducts occurs. The lesion here cor- 
responds to that seen in ordinary obstructive 
biliary cirrhosis, as we have observed in a case 
that came to our notice some time ago. Rol- 
leston* in 1905 maintained that the cirrhosis in 
this condition was primary, the obliteration of 
the bile ducts being secondary to a descending 


cholangitis induced by cirrhotic change in the 
liver. This has been contested in many quarters, 
as it has been shown by Lavenson*® and Holmes® 
that the obliteration of the bile ducts is the 
result of a congenital anomaly rather than an 
inflammatory change. Following a study of the 
literature and cases of their own Lavenson 
(1908) and Gordon’ (1922), have concluded that 
congenital obliteration or atresia of the bile 
ducts is constantly associated with a cirrhosis of 
the liver varying in degree of severity. 

From the above it would appear that pro- 
longed bile stasis in itself is capable of producing 
connective-tissue proliferation in the liver and 
in the congenital type of obstructive biliary cir- 
rhosis this is the most important factor. In our 
case mentioned previously the intralobular con- 
nective tissue showed very little or no inflam- 
matory cell infiltration, which would suggest a 
non-inflammatory origin. 

Bile stasis in itself appears to play a rather 
minor part in the production of the marked 
changes seen in the adult human liver. Ford® 
after an extensive study of the question points 
out that the damming-back of bile is not the 
only etiological factor but that infection must 
be considered. Prolonged biliary stasis is seldom 
uneomplicated by infection and W. J. Mayo® 
has stressed the importance of considering ob- 
structive biliary cirrhosis as the final result of 
both obstructive and infectious processes con- 
sequent on cholecystitis and cholelithiasis, the 
picture finally being one of an increase in 
connective tissue in and about the biliary 
radicles, producing a partial obstruction with 
resulting chronic jaundice. The spleen in this 
condition shows little or no enlargement, thus 
differentiating it from a type of biliary cirrhosis 
in which splenomegaly is a marked feature and 
in which there is usually no demonstrable ex- 
trahepatiec biliary obstruction. This latter con- 
dition is apparently the hypertrophic biliary 
cirrhosis mentioned by many writers and related 
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to that originally described by Hanot. Much 
confusion however exists in some quarters as to 
the nature of the condition described by Hanot, 
and subsequent papers on the subject have 
served to add to this. Mayo points out that it 
has apparently been confused with hemolytic 
icterus and splenic anemia in the past, and 
believes that the condition known as Hanot’s 
cirrhosis is a combination of both. 

It is not the purpose of this paper to enter 
into a discussion on hypertrophic biliary cir- 
rhosis, so that it will suffice at this point to 
mention that biliary cirrhosis associated with 
splenomegaly is usually attended by some im- 
provement following splenectomy. This, how- 
ever, is not the case in the ordinary obstructive 
variety, 

The occurrence of ascites is rather unusual in 
obstructive biliary cirrhosis, but it does occur, 
as pointed out by Green et al,?° and then as an 
expression of the extreme destruction of liver 
substanee seen in the terminal stages of the 
process. Bollman,™* however, was able to pro- 


duce ascites in dogs following ligation of the 
common bile duct by feeding them meat. 


The 
mechanism responsible for this is rather obscure 
and more work along these lines may make this 
more clear. 

As the condition is the end-result of obstrue- 
tion and infection of the biliary tract and usu- 
ally follows non-intervention on the part of the 
surgeon, it should be a rare condition. Surgical 
treatment is only of avail in the earlier stages 
before advanced changes have taken place, and 
consists in removing the obstructive factor and 
establishing drainage in order that the infective 
process may be given opportunity to subside. 

The following case illustrates some of the 
above-mentioned features and introduces others 
to be discussed subsequently. 


The patient, a housewife, aged 58 years, was ad- 
mitted to the Edmonton General Hospital, February 5, 
1928. The clinical note on admission stated that she 
was in a stuporose condition from which she could be 
aroused with difficulty; the tongue was thick and coated, 
the pupils dilated and equal, the deep reflexes exag- 
geratcd; blood pressure was 106 systolic and 76 diastolic ; 
incontinent, yet able to swallow foods; deeply jaundiced. 

Present Illness—The patient had complained of 
occasional frontal headaches for the past year and 
blurring of vision. About four months previously she 
had experienced dizziness and drowsiness along with 
some jaundice of two deys’ duration. Six days prior 
to admission she began to feel much drowsiness and 
dizziness whilst attempting to carry on with her house- 
work, and to complain of a dull pain in the epigastrium, 


shortly after which she became jaundiccd. The symp- 
toms became progressively worse until she passed into a 
stuporose state, in which condition she was admitted to 
the hospital. 

Past Illnesses—Scarlet fever and measles in child- 
hood; also an attack of ‘‘jaundice’’ some 15 years ago 
lasting about one week. 

Personal Habits—She was a hard worker on the 
farm; ate and slept well; did not use either tobacco 
or alcohol. 

Physical Examination—She was a well developed, 
poorly nourished adult, white, female, deeply jaundiced 
and comatose. She protruded the tongue frequently, and 
moved about in bed with occasional low mutterings. 
Old varicose ulcer present on the left leg. Pupils dilated, 
reacting sluggishly to light; conjunctival reflex present ; 
a scant purulent exudate in both conjunctival sacs. The 
thyroid was not palpably enlarged. Pulse 82, regular. 
Blood pressure 106 systolic and 77 diastolic. Apex beat 
in the fifth interspace. Visible systolic impulse in epi- 
gastrium; no thrill detected; no enlargement of heart on 
percussion. A soft systolic murmur present at apex 
transmitted towards axilla. 

The abdomen was flat and symmetrical. Some 
tenderness noted in the epigastrium (not definitely 
localized) along with some rigidity. The liver, spleen 
and kidneys were not palpable. No wdema or ascites 
apparent. Rectal examination negative. All the deep 
reflexes were slightly increased. No paralysis detected. 

Laboratory Findings.—Urine (February 5th) acid; 
1009; albumin, trace; no glucose. Microscopical ex- 
amination showed a few leucocytes. February 6th, acid, 
1017; albumin, marked trace; glucose nil; a few leuco- 
eytes. February 9th, alkaline, 1020; albumin, marked 
trace; glucose nil; leucin and tyrosin crystals. 

Blood Count.—Hemoglobin 70 per cent (Tallquist) ; 
leucocytes, 10,750 per ¢.mm.; erythrocytes, 3,970,000; 
differential leucocyte count, negative. The chemical 
examination of the blood and cerebrospinal fluid which 
was carried out in detail, showed nothing unusual. The 
Wassermann reaction was negative both in the blood 
and cerebrospinal fluid. The stomach contents showed 
occult blood. A culture from the eye developed Staph. 
aureus. 

February 6th.—Patient in coma. Abdominal reflexes 
absent; knee jerks absent. Later in the day paralysis 
of left arm and slight paralysis of left leg set in. 

February 7th—In coma. Pulse 130; temperature 
100. Blood pressure 100 systolic and 79 diastolic. 
Apnea. Examination showed no hemorrhages or 
papilledema. Lumbar puncture showed clear fluid, under 
slight pressure. Knee jerks present. 

February 8th—In coma. Twitching of eyelids, fine 
tremor of lips and chin; pupils dilated; knee jerks 
sluggish; vomiting of fluids. 

February 9th—In coma. Respirations increased in 
number; pulse weak and irregular; knee jerks absent. 
Apparently, paralysis of all limbs. Dullness noted over 
bases of both lungs; clammy perspiration; temperature 
101° F. Patient died. 

Post MonTEM FINDINGS 

The post mortem examination was made seven hours 
after death and the following notes are extracted from 
the report. 

The body was that cf a markedly jaundiced adult 
female. 

Sealp, calvarium, and meninges showed no ab- 
normality. The brain showed no gross abnormality. 

Except for some adhesions about the «apex of the 
left lung, and hypostatie congestion in the bases, the 
findings in the thorax were essentially negative. 

The peritoneum was smooth and giistening through- 
out; no appreciable amount of fluid present in peritoneal 
cavity. <a 
The appearance of the liver was the most. striking 
feature in the abdomen. It was markedly diminished in 


> 


size, the lower border extending 3 ¢.c. above the costal 
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margin. Its external sucface was distinctly nodular and 
dark green in colour. Its weight was 700 grm. On its 
outer surface it had a mottled appearance, due to the 
presence of brownish-yellow islets varying from the size 
of a pinhead up to areas 1.5 em. in diameter, standing 
out in contrast to the surrounding bile-stained tissue. 
There were bands of whitish fibrous tissue having an 
irregular distribution thrcughout the liver substance. 


Fic. 1—The superior surface of the liver showing 
extensive pigmentation and fibrosis on cut surface. 


Fic. 2.—The inferior surface of the liver with a 
much thickened gall bladder opened showing presence 
of biliary calculi. 


The gall-bladder was small and contracted; its walls 
were appreciably thickened and it was found to contain 
a moderate amount of muco-purulent exudate and three 
small soft caleuli of the mixed type. Blockage of the 
éommon bile duct was not demonstrable. The exudate 
in the gall bladder on direct smear showed the presence 
of numerous bacilli which morphologically corresponded 
to B. coli. The mucosa was grayish and atrophic in 
appearance. 

The spleen was slightly increased in size, the capsule 
whitish with marked thickening. On the cut surface 
there was no variation from the normal. 

The pancreas showed no gross abnormality. 


Microscropic FINDINGS 

Liver.—Sections of the liver showed extensive areas 
of fibrosis, radiating from the periportal spaces and 
regions of bile ducts, and cutting off islets of liver cells 
which varied considerably in extent. This fibrosis was 
limited to the periphery of the islets of liver cells, and 
showed no tendency to penetrate between the cords of 
liver cells. There was a diffuse inflammatory-celled 
infiltration throughout these fibrotic areas, amongst which 
plasma cells appeared to predominate. 

Jutting out from the periphery of the liver islets 
into the surrounding bands of fibrous tissue there were 
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a few duct-like structures lined by endothelioid cells. 
The continuity of these ducts with the larger bile 
passages was not demonstrable in the sections taken, 
but, nevertheless, seemed to correspond very closely with 
description given by MacCallum!2 of the new proliferat- 
ing bile ducts seen in portal cirrhosis. 

The liver islets showed varying degrees of bile 
staining, in most areas, however, this was confined to the 
periphery of the islets. The intralobular bile ducts were 


Fic. 3.—A low-power view showing presence of 
dilated bile ducts and extensive perilobular fibrosis. 
(X 103). 


Fig. 4.—A high-power view of the liver showing 
presence of biliary thrombi in the canaliculi running 
in the liver lobule; also the inflammatory nature of the 
the perilobar fibrotic tissue. (X 440). 
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distinctly outlined in their location between tke hepatic 
cells by the presence of numerous biliary thrombi. The 
bile pigment was mainly confined to the above mentioned 
biliary canaliculi, only an occasional area showing 
parenchymal pigmentation. About the periphery of the 
islets the liver cells for the most part were large and 
pale, with an occasional mitotic figure, indicating the 
regenerative activity present. The cells in the centre of 
the islet showed considerable fatty degeneration, this 
varying somewhat in degree in the different regions 
selected for section. 

Gall Bladder.—The mucosa was absent for the most 
part. The walls showed a marked increase in connective 
tissue in the outer portions. There was also considerable 
chronic inflammatory-celled infiltration, which was rather 
diffuse immediately subjacent to the inner surface of the 
wall. 

Spleen.—Sections showed marked thickening of the 
capsule, due to fibrous-tissue proliferation which involved 
the pulp for a short distance into the substance of the 
spleen. There was a moderately diffuse round-celled 
infiltration in the capsule along with areas containing 
phagocytic cells loaded with pigment. 

Brain.—Sections of the basal nuclei showed degen- 
erative changes involving nerve cells. 


DISCUSSION 


The changes noted in the liver in this case 
were interesting, in that destructive and produc- 
tive processes had proceeded to such a degree 
that the organ had been reduced to less than 
half its normal size. 

The recurring attacks of jaundice were 
thought to be due to exacerbations of a chronic 
infective process involving the biliary tract, 
with the result that extensive inflammatory 
fibrosis had occurred throughout the liver, pri- 
marily associated with the interlobular bile duct 
system, and had resulted in a marked reduction 
of the liver substance. 

That this condition was primarily infective 
rather than obstructive in nature would appear 
to be borne out by the fact that no large calculi 
were present in the gall-bladder, and that the 
common bile duct did not show any enlargement 
or other changes which might be expected to 
exist if there had been obstruction of some dura- 
tion due to a caleulus which had later passed 
into the intestinal tract. Moreover, the history 
did not give any evidence of biliary colic usually 
associated with the passage of such a calculus, 
or of long continued jaundice which should exist 
with such an obstruction. Rather do the findings 
suggest that there had existed for some long 
period an infection of the gall-bladder, perhaps 
of a low grade type, from which ascending in- 
fection into the liver itself had occurred, this 
giving rise to chronic cholangitis and eventually 
to an infective biliary cirrhosis. That an infec- 
tive biliary cirrhosis does occur is recognized by 
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Mallory** and others and is not of necessity as- 
sociated with an intra-hepatic biliary obstruc- 
tion, but rather with inflammatory changes in 
the bile duct system of the liver itself. While 
obstruction has probably played some part in 
the production of the above mentioned changes 
it has been overshadowed considerably by the 
infective process. 

The term ‘‘obstructive biliary cirrhosis’’, as 
applied to this type of case, would appear to be 
a misnomer. The condition should rather be 
considered as one of infective cholangitis and 
hepatitis with subsequent biliary cirrhosis. 

The finding of leucine and tyrosine crystals 
in the urine in this case is unusual, but clearly 
indicates a severe degree of hepatic insufficiency, 
which might reasonably be expected to follow 
such marked reduction of functioning liver sub- 
stance. It is also reasonable to suppose that 
toxic substances having a similar origin may 
have given rise to the definite nervous symptoms 
seen in this case by reason of their action on 
the central nervous system. That this is so is 
suggested by histological examination of the 
basal nuclei of the brain in this case which 
showed evidence of nerve cell degeneration. 
Moreover, marked cholemia frequently occurs 
without such cerebral symptoms, indicating that 
cholemia in itself is not the sole factor in opera- 
tion. 

In this connection it is interesting to note that 
Greenwald and Messer™ have reported a case of 
cerebral diplegia and definite mental impairment 
in an infant recovering from icterus gravis. 
This, and the work of others mentioned in the 
same article, would indicate that cholemia as- 
sociated with hepatic insufficiency is sufficient to 
account for the nervous manifestations encoun- 
tered in this case. 


SUMMARY 


A case of biliary cirrhosis of the liver is pre- 
sented, which anatomically exhibits lesions re- 
sembling those produced by extra-hepatie biliary 
obstruction, but in which this was not demon- 
strable, and appears to have been produced by 
the presence of a long standing low-grade biliary 
tract infection. 


In closing I wish to acknowledge my gratitude to 
Drs. J. J. Ower and H. M. Vango for their advice and 
kindly criticism in preparing this article; also, to Dr. 
R. F. Shaner who assisted in reproducing the illustra- 
tions. 
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OF THE NOSE* 


By Futon Rispon, M.B., F.A.C.S., 


Toronto 


“THE treatment of recent fractures of the nose 

is, of course, similar to the treatment of all 
other fractures, namely, the reduction of the 
fracture and the immobilization of the parts, but 
in these cases the nasal bones and the nasal spine 
are re-fractured from the base of the skull, in the 
naso-frontal region, and when forced to. their 
new position are immobilized. There %s one 
difference in the treatment of these fracturég,: in 
that when the bones are replaced, there is little 
or no tendency for them to be dislodged, except 
by specific gravity and the weight of the muscles. 
Consequently, the treatment is to elevate intra- 
nasally and maintain this elevation by some form 
of pressure within the nose, perhaps by intra- 
nasal packing. We prefer to elevate with intra- 
nasal splints, maintaining the position externally 
by pressure, and this pressure is maintained best 
by a large piece of metal, so shaped as to fit the 
nose externally, which is held in place by an 
appliance fixed at two points, namely, the teeth 
and the forehead. 

In treating old fractures with deformity, a 
careful study of the position of the nasal bones 
and the remaining triangular cartilage is neces- 
sary, and this is best made by palpation, intra- 
nasal inspection, and a study of the profile. Asa 
rule, the nose is displaced to either side, with a 
piling up at the junction of the septal cartilage 
and the nasal bones. We believe that the best 
way to treat this deformity is in the first place to 
make all incisions intra-nasally, and, secondly, to 
plane down the junction of the bones and the 


*Read before the Section of Oto-Laryngology, 
Academy of Medicine, Toronto, November 19, 1928. 


septal cartilage, so that these bones may be easily 
re-fractured and forced to the mid-line. Usually 
a radical submucous resection will be found 
necessary, so that when the nasal bones are moved 
to the mid-line, they will stay without any 
tendency to return to an abnormal position. The 
planing down of the elevation on the nasal bones 
may be done with a spokeshave, a chisel, or a 
rasp, and the bones refractured by very gentle 
chiseling, but under no circumstances should 
great force be used, otherwise a fracture may 
result through the cribriform plate of the ethmoid. 
As you know, this has occurred a number of times, 
but it can be avoided if sufficient care is exercised. 
To avoid the use of excessive force when re- 
fracturing in the region of the nasal bones, we 
suggest making a minute external incision, not 
more than 1/16 of an inch long, to allow for the 
insertion of a small saw, and deliberately sawing 
through the nasal bones and spine in this position. 

The automobile and aeroplane, because of the 
increased force applied at time of accident, cause 
much greater displacement, perhaps including 
the entire upper jaw. The replacement then is 
only complicated by the movement of the superior 
maxillary bones, and this can be treated by the 
use of inter-dental splints, but this phase of it, we 
will not discuss at this time. 

The nasal deformities where the septal cartilage 
is lost, due to either infection from the teeth, 
accidents, or submucous resection, are best 
corrected by the use of cartilage, but in these 
cases the nasal bones are generally in their normal 
position, and, owing to this, correction of the 
deformity is much more difficult, because if the 
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cartilage is forced to lie over the nasal bones, 
the profile of the individual is quite altered, in 
spite of the improvement in overcoming the 
saddle deformity. This can be partly corrected 
by a cartilaginous support in the columella, which 
should rest on the superior maxillary spine, and 
an attempt to make the junction of the cartilage 
beneath or level with the nasal bones, but the 
danger in doing this is rather considerable, in that 
one may force a separation of the tissue from its 
normal attachment and penetrate the nose, and 
in this way encourage the ingress of infection, 
which would probably cause the loss of the trans- 
planted cartilage. 

We are strongly of the opinion that cartilage is 
better than bone or ivory, for the following 
reasons; it will withstand a little infection; it is 
much easier to shape; and it can be obtained in 
sufficient quantity for this purpose. There is 
one disadvantage, that the patient usually has 
from one to two days’ discomfort due to the 
localized irritation of the pleura. These trans- 
plants seldom require any attention in the form 
of splints. 

In dealing with the syphilitic or tuberculous 
nose, where much of the supporting and covering 
structures have been lost, it may be necessary 
first to rebuild the soft tissues by bringing flaps 
from the forehead and subsequently introducing 
the cartilage asa support. Of course, in syphilitic 
cases this is not done until after antiluetic treat- 
ment, and during a negative phase if this is 
possible. We are not attempting to describe the 
making of a complete nose in detail, but only 
suggest that in many cases it is wise to bring 
forehead or arm flaps into their new position to 
allow for sufficient tissue, so that underlying 
structures may be elevated to their proper position 
before the cartilage is introduced. Ivory is 
sometimes used and we believe can be worn for a 
considerable time with more or less success, but 
most of the ivory implants sooner or later are 
extruded. This is not the common experience 
of other surgeons, as they generally condemn 
the use of ivory, but as one can only speak from 
personal experience, we believe that there is a 
place for the use of ivory, only, in using it, the 
technique must be even more rigid, if possible, 
than cartilage. 

When correcting a deformity where much of 
the nose has been lost, due to new growth, the 
soft tissue must be first reconstructed, as was said 
before, and some months later the soft tissue 
must be supported or elevated to a better position 
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by the use of cartilage, but the point we wish to 
make here is, that, if radium has been used, all 
necrosing cartilage should be removed and no 
operation done for at least three months. This 
can be said of all cases where intra-nasal opera- 
tions have been done. No free transplants 
should be attempted until after a period of from 
three to five months, and after all infection has 
disappeared. 


Fic.§1.—The nasal fracture splints disassembled, 
from left_to right. 


_Fic. 2.—The splints in position, previous to pressure 
having been applied. 


Splints for retaining purposes of the usual types 
which may be purchased from the medical supply 
houses we have found to be of little or no service. 
Consequently, we have been forced to devise a 
type of splint that is inexpensive, and we think, 


fairly efficient. This splint is a cast apparatus, 
made to fit the upper four teeth, and to it is 
soldered a square piece of tubing which is 





RIspon : 


cemented to the patient’s teeth the day before 
operating. A square piece of wire about seven 
or eight inches long is bent to pass through the 
square tubing on the appliance up over the nose 


Fic. 3.—The splints in position with pressure applied 
over the nasal bones and held in position on the forehead 
by bandage, adhesive and dental compound. 


to the forehead. It is attached to the forehead 
by plaster of paris, adhesive, or red dental com- 
pound. We prefer a combination of red dental 
compound and adhesive. A piece of heavy lead 
foil is now shaped to fit over the bridge of the nose 
and when it is in position and in close proximity 


PREVENTION OF Motor ACCIDENTS — The 
Academy of Medicine is taking up the serious problem 
of what can be done with motor drivers who have physi- 
cal disabilities, but at the moment no solution has been 
found. Professor Weekers suggests the following line 
of approach. A list should be prepared of those physical 
defects which are incompatible with safe motor driving. 


Royal 


In some way or other, in conformity with our existing 
legislation, arrangements would be made to notify ac- 
cordingly all who apply for driving licences that motor 
driving by any person afflicted with one of these condi- 
tions would constitute a serious offence. If, in spite of 
this, he continued to drive at his own risk, and an 
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to the upright bar which we mentioned, extending 
from the teeth to the forehead, more compound is 
forced over this lead foil and against and around 
this wire, thereby making pressure over the nasal 
bones and holding them in their new position. 
Another type of splint which we find useful at 
times, more especially in the recent cases, is 
where the original attachment outlined is 
cemented to the teeth, and to its upright bar 
another attachment is made that can be placed 
inside the nose to elevate the refractured parts. 
To simplify the description, all that one needs is 
to have one fixed point with some type of 
appliance which may be placed in the nose and 
elevated slightly, if necessary by pressure on the 
fixed point, to be maintained in this position 
without too much force being used at any time, 
thereby avoiding a pressure atrophy of the soft 
tissue. 


All incisions should be made within the nose, 
with the possible exception of the 1/16 of an inch 
puncture wound in the region of the nasal bones. 
There are two intra-nasal incisions which we feel 
are very helpful. One is on the outer wall of the 
nares, more or less perpendicular and anterior to 
the attachment of the middle turbinate bone, 
which begins slightly above the inferior turbinate, 
This is for denuding the muscle and periosteum 
from the external surface of the nasal bone. The 
other is made in the septum and, as a rule, anterior 
to the cartilage. This is quite an easy incision to 
make, if carried well up and only through one 
layer of the septal tissue. This incision is used 
to allow for the planing down of the piled up 
tissue at the junction of the septal cartilage and 
the nasal bones. 


accident happened, he would automatically become liable 
Under 
such conditions, it may be presumed, insurance companies 


to a heavy fine and a term of imprisonment. 


would need no further stimulation to insist on a medical 
examination of those applying for accident insurance, 
in the same way as they do in the case of life insurance. 
The companies would appoint for this work medical 
practitioners, who would have access to specialists and 
would be enabled to keep under observation any can- 
didates whose condition gave rise to doubt. In this way 
there would be a guarantee that persons unfit to drive 


were prevented from doing so. 
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RUPTURE OF 


THE URETHRA 


Tts ASSOCIATION WitH FRACTURE OF THE PELVIS: WITH REPoRT OF A CASE 


RESULTING IN IMPOTENCE 


By A. Currrorp Asport, F.R.C.S. ( Epmn.), 


Surgeon, St. Joseph’s Hospital; Assistant Urologist, Out-Patients’ Department, 


Winnipeg General Hospital, 


Winnipeg 


RUPTURE of the urethra has become a con- 
dition commonly met with in surgical prac- 
tice. A study of the anatomy of this structure 
and its surroundings impresses one with the ease 
with which it may be ruptured, especially in 
cases of fracture involving the pubic symphysis. 
A review of the literature, however, shows that, 
considering the fixed position of the membranous 
portion of the urethra between the two layers of 
the triangular ligament, rupture oceurs in a 
surprisingly small percentage of cases. 

Peacock and Hain,’ in an analysis of 28 cases 
of ruptured urethra, found that 71 per cent 
were associated with fractured pelves. On the 
other hand, however, they found only 9.8 per 
cent of fractured pelves which presented rupture 
of the urethra. In the experience of Baer,’ the 
urethra is ruptured in not more than 1 or 2 
per cent of cases of fractured pelves. 

In the series reported by Peacock and Hain, 
59 per cent were due to industrial, and 45 per 
cent to non-industrial causes. White and 
Martin,® in 1902, in a series of 200 cases, re- 
ported 8 per cent due to straddle injuries; 12 
per cent to perineal blows; and 4 per cent to 
runover accidents. The difference in these sta- 
tistics is obviously due to modern conditions of 
industrial life and increased motor traffic. The 
urethra may also be ruptured by bullets, stab 
wounds, surgical accidents, foreign bodies intro- 
duced into the urethra, such as catheters and 
cystoscopes; or it may rupture spontaneously 
owing to disease in its walls. Maissonet* draws 
attention to rupture of the urethra in horsemen 
who are thrown forcibly against the pommel of 
the saddle. 

A study of Fig. 1 shows the relationship be- 
tween the different parts of the urethra and the 
triangular ligament. Theoretically, the site of 


rupture may be in one of three places, above 
the upper layer of the triangular ligament, be- 
tween the superior and inferior layers, or below 
the inferior layer. Frequently, in practice, how- 
ever, we find the triangular ligament torn itself. 





Fig. 1—Plate from Spalteholtz’ Atlas of Anatomy 
showing relation of urethra and triangular ligament and 
site of rupture. 

The course of the extravasated urine is of the 
utmost importance in diagnosis. When the rup- 
ture is below the triangular ligament the ex- 
travasation is confined by Colles’ fascia. The 
spread is first along the perineum, then into 
the scrotum and penis, and finally up over the 
lower abdominal wall, avoiding the thighs. 
When the tear occurs above the ligament, the 
extravasation may spread into the peri-prostatic 
tissues, the ischio-rectal fosse, or may burst 
through between the pubo-prostatiec ligaments, 
gaining the retro-pubie space. It then ascends 
the anterior abdominal wall between the trans- 
versalis fascia and the parietal peritoneum. 


DIAGNOSIS 


The diagnosis should be made by a history of 
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the injury and the clinical signs rather than by 
instrumentation. The passage of sound or 


catheter is to be deprecated. The usual symp- 


toms in the early stages are pain, urethrorrhagia, 
and difficulty in voiding, or inability. There is 
also more or less shock. The bleeding is in- 
dependent of voiding, and blood trickles from the 
urinary meatus. It may, in some eases, be absent 
when the rupture is proximal to the external 
sphincter, the hemorrhage occurring into the 
posterior urethra and bladder. The patient may 
be able to void, or he may do so with great diffi- 
culty. In other cases, urination is impossible. 
He should be warned against voiding, however, 
aS in some eases, he actually voids into his 
tissues, no extravasation being present before. 
Dullness on percussion above the pubes may be 
caused by a bladder full of urine. This possi- 
bility is ruled out if the patient voided just pre- 
vious to the accident. It may also be the result 
of a bladder full of blood clot or an extravasa- 
tion of blood or urine around the bladder. 

Careful percussion and palpation will show 
whether the tumour is globular in shape like a 
distended bladder, or whether it is a diffuse 
swelling extending laterally, as in an extra 
vesicular extravasation. If the dullness is dif- 
fuse, the diagnosis points either to an extra- 
peritoneal rupture of the bladder, or toa 
urethra ruptured above the triangular ligament. 
Frequently, a swelling obscuring the prostate 
can be felt per rectum. A careful examination 
of the perineum should be made for evidence 
of extravasation or hematoma in this region. 
Such a condition would indicate that the lesion 
was below the triangular ligament. 


TREATMENT 


The treatment of ruptured urethra is immedi- 
ately surgical, unless it is advisable to tide the 
patient over a few hours to combat the shock. 
The mode of attack naturally depends on the 
site of the lesion. The following case, which 
was caused by a fracture of the pelvis, illus- 
trates not only one method of attack in lesions 
above the triangular ligament but also the value 
of early operation, as well as some of the dis- 
tressing complications which sometimes occur 
following the injury. 


CASE REPORT 


F. L., male, married, aged 29, with two healthy 
children. The patient was struck by a fire truck at 9 





p.m. February 4, 1927. He was admitted to the Win- 
nipeg General Hospital 9.45 p.m., suffering from severe 
shock, inability to urinate, and with urethrorrhagia. 

Physical Examination.—The patient was very pale, 
had a fast pulse, subnormal temperature, and shallow 
respiration. He suffered severe pain in his pelvic region 
when moved. Examination showed the pelvis to be frac- 
tured. Bright red blood trickled steadily from the 
urinary meatus. Palpation of the abdomen showed con 
siderable tenderness and rigidity, especially over the 
lower half. Percussion yielded an absociutely dull note 
over the whole lower abdomen, as high as the umbilicus 
and extending well laterally. This dullness was diffuse 
and not globular in outline. A rectal examination was 
not made. There was little tenderness and no swelling 
in the perineum. 

Diagnosis—Fractured pelvis and extra-peritoneal 
rupture of the bladder, with some damage to the urethra 
(probably partial rupture in the membranous portion). 

An x-ray of the pelvis showed the pelvis to be 
fractured in five places (see Fig. 2). 





Fic. 2.—X-ray showing multiple fractures of the 
pelvis, there is practically no displacement. 


(1) A fracture through the wing of the right iliac 
bone, about one inch lateral to the sacro-iliae articulation. 
(2) A fracture through the horizontal ramus of the right 
and left pubes. (3) A fracture through the ascending 
ramus of the right and left pubes. (4) There was also, 
possibly, a partial disarticulation of the right sacro- 
iliae joint. 

Owing to the patient’s general condition he was 
treated for about five hours for shock. At the end of 
that time he was considered a fair operative risk. 

Under gas-oxygen anesthesia a midline incision was 
made. The recti were spread apart and a huge extra 
peritoneal collection of bleod and urine was found. This 
was swabbed out and it was found that the bladder, 
completely collapsed, was lying well back in the pelvis. 
The space of Retzius was filled with blood and urine, 
with the result that the peritoneum was stripped up 
from the front and sides of the pelvic cavity. Pre- 
sumably some of the fascial connections of the bladder 
and prostate were also torn, as there was a great deal 
of venous hemorrhage. The hand was passed freely 
down each side of the bladder to the rectum behind. 
The fundus of the bladder was opened extra-peritoneally, 
and inspection showed that its walls were intact. A 
closer investigation outside revealed that the urethra was 
severed at the tip of the prostate. In reality, the bladder 
and prostate were torn from their anterior and lateral 
fascial attachments to the pelvis. 

A retrograde catheterization was done and a self- 
retaining catheter was drawn into position. No attempt 
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was made to stitch the urethra. The bladder was closed 
without drainage. Three large rubber drains were 
introduced, one on each side of the- bladder, and one 
anteriorly in the space of Retzius. There was consider- 
able oozing which could not be stopped by packing, as 
infection was feared. 

A donor was immediately procured in case re- 
actionary hemorrhage should occur. This did occur with 
startling suddenness and severity six hours later. Six 
hundred e.c. of whole blood were given immediately to 
the patient in his ward, with excellent results. 

Post-operative convalescence was quite smooth. An 
indwelling catheter was kept in place for eight days. 
The drainage tubes were removed on the fifth day. The 
patient voided normally from the eighth day on, and his 
supra-pubic wound healed in twenty-one days. Following 
the removal of the catheter, an F. 24 sound was passed 
every week. This is the largest sound we have been 
able to pass into the bladder. Ten weeks following the 
injury the patient resumed his duties as manager to a 
well-known business firm in this city. 

April 1, 1929. Condition twenty-five months later: 

(1) Almost complete functional restoration as far 
as bony lesions are concerned. (2) Complete impotence, 
(i.€., inability to get an erection). This was first 
noticed about three weeks following the accident. (3) 
Stricture of the urethra. This occurred at the tip of 
the prostate and at present will admit a !. 27 sound. 


DISCUSSION 

A review of the literature reveals little on the 
question of impotence. 

Young’ merely states that lacerations of the 
corpora. cavernosa, pudie nerves, ejaculatory 
ducts and seminal vesicles, may interfere with 
sexual function, producing sterility, loss of erec- 
tions, or both. V. Dumpert® in a large experi- 
ence during the war had only two eases, one 
due to a crushing fracture and one to a pene- 
trating wound. Young,’ in discussing Gaub’s 
paper, tells of a case similar to my own, where 
the rupture occurred at the tip of the prostate. 
He did a circular suture of the urethra, and 
secured a good functional result, but the patient 
was impotent. 

The bladder was torn away from the back of 
the symphysis pubis in a ease reported by 
Werelius,® but the urethra was not torn. 
potence did not result. 

Huhner® describes impotence as that condition 
in which a man is unable to perform the sexual 
act. It may be complete or partial. In the 
former he is absolutely unable to perform the 
act. In the latter, he may still be able to have 
a more or less complete erection, but the erection 
is so weak that it subsides at the moment of in- 
tromission, or even before intromission. 


Im- 


In ad- 
dition to the weakness, there may exist such a 
hyperirritability of the parts or sexual centres 
that the entire process of erection and ejacula- 
tion lasts but a very short while, and is finished 
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at the moment of intromission, a very short 
while after intromission, or even before the penis 
has had an opportunity to enter the vagina. 

This writer classifies impotence according to 
its pathology into: (1) Organic impotence. (2) 
Functional impotence. (3) Psychic impotence. 

Organic impotence is that condition in which 
impotence is due to some anatomical defect in 
the sexual organs. Functional impotence is that 
form in which there exists no gross pathological 
change in the structure of the sexual apparatus, 
but the mechanism of copulation is disturbed 
through an interference with the function of the 
sexual centres or the nerves of the peripheral 
end-organs. Psychie impotence is that condition 
in which the impotence is caused by inhibitory 
influences from the higher centres. 

In our patient there was a laceration of the 
urethra above the triangular ligament, associ- 
ated with tearing of the greater and _ lesser 
cavernous nerves. An anatomical dissection of 
this area convinces us that a rupture at this 
site cannot take place without damage to these 
nerves, so closely are they associated with the 
urethra. The bladder sphincters were normal, 
the nerve supply being intact. Sensation in the 
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Fic. 3.—Plate from Gray’s Anatomy showing course 
of sympathetic nerve supply to penis. 














glans penis was normal, and the peno-scrotal 
reflex was present, indicating no lesion of the 
pudendal nerve. Ejaculation was possible, as the 
nerve supply of the seminal vesicles and ejacu- 
latory ducts was undisturbed. The man was, 
therefore, perfectly capable of impregnating a 
woman if the sperm was in any way deposited 
in the vagina. One must clearly distinguish 
between impotence and sterility, as a man can 
be completely impotent and yet have a perfectly 
normal semen and possess the power to ejaculate. 
In our case, the man was impotent because erec- 
tions were impossible. Sometimes, if he was well- 
rested and had some unusual sexual stimulation, 
the penis might become slightly enlarged. This 
is probably explained by a few nerve fibres 
having escaped damage. 

Our case is undoubtedly one of organic im- 
potence, due to a lesion of the sympathetic fibres 
which run along the sides of the urethra at the 
site of the lesion. The nerve supply is derived 
from the pelvic plexus. (See Fig. 3). 

The prostatic plexus is continued from the 
lower part of the pelvic plexus. 
composing it are of large size. 


The nerves 
They are dis- 
tributed to the prostate, seminal vesicles, corpora 


cavernosa of the penis and urethra. The nerves 


supplying the corpora cavernosa consist of two 
sets, the lesser and the greater cavernous nerves. 
These arise from the prostatic plexus and, after 





STUDIES IN ASTHMA—In making a study of the 
relation of eczema to allergy, Edward 8. O’Keefe and 
Francis M. Rackemann, conclude that eczema in children 
begins before the end of the second year in 95 per cent 
of the cases and is slightly more common in boys (58.6 
per cent) than in girls. In adults, the onset varies from 
infancy to 60 years of age and is very much more 
common in women (69.4 per cent) than in men. In 
The 
highest percentage of positive tests is found during the 
second six months. In adults, only 38 per cent gave 
positive skin reactions. In the children, egg, wheat and 
milk caused positive reactions in all but twelve of the 
125 test-positive cases, and, when these foods were 
eliminated from the diet, improvement occurred in 83 
per cent; moreover, when the same foods were removed 
empirically from the diet of the ninety-two test-negative 
patients, the eczema was improved in 38 per cent. 


children, skin tests were positive in 52 per cent. 
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joining with branches from the pudendal nerves, 
pass forward beneath the pubic arch. 

The lesser cavernous nerves perforate the 
fibrous covering of the penis near its root and 
are distributed to its erectile tissue. The greater 
cavernous nerves pass forward along the dorsum 
of the penis, join with the dorsal nerve of that 


organ, and are distributed to the corpora 
cavernosa. 


The study of Fig. 3 shows how intimately 
these nerves are associated with the wall of the 
urethra above the triangular wall. In fact, 
they are almost incorporated in the wall. When 
the patient’s bladder and prostate were violently 
torn away from the back of the symphysis these 
fibres were also torn. Repair, either by surgical 
or nature’s means, was quite impossible. 
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Among the test-positive adults, foods caused a positive 
reaction in only three. 


Breast feeding among the infants 
does not have any bearing on the duration of the disease 
or on the results of treatment. A positive family history 
of allergy was found in 28 per cent of the children and 
in 37 per cent of the adults, which compares with the 
figure of 42 per cent in asthma. Extrinsic causes have 
been identified in 70 per cent of the children but in 
only 31 per cent of the adults, which compares with 40 
per cent of extrinsic causes in asthma. Among the 
children a ‘‘cure’’ of eczema has occurred in 36 per cent. 
but in the adult group, of the sixty-five patients followed 
the percentage is only 18, which, however, compares 
with 20 per cent of ‘‘cures’’ in asthma. In eczema, as 
in asthma, the data suggest that eczema can disappear 
spontaneously when the hygienic background is good 


J. Am. 





and ordinary irritating causes are eliminated. 
M. Ass. March 16, 1929. 
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Case Reports 


A CASE OF LUNG ABSCESS TREATED BY 
ARTIFICIAL PNEUMOTHORAX 


By F. H. Pratten, M.D., F.A.C.P., anv 
L. C. Fauuis, M.B., 


London, Ont. 


The following case is submitted as an en. 
couraging example of the treatment of lung 
abscess by artificial pneumothorax. 

Mrs. B., 52 years of age, was admitted to the 
Queen Alexandra Sanatorium, on October 20, 
1928. 

Family History.—Negative. 

Past History.—Negative. 

Present Illness—She was absolutely well, as 
usual, until September 9, 1928, when, following 
extraction of teeth under ether, she seemed to 
recuperate slowly. Slight cough developed with- 
in a few days. On September 23rd there was 
an onset of sudden acute illness with chills, 
fever, and severe pain in the right chest. The 


cough increased, and expectoration was present. 
The case was thought at this time to be pneu- 


monia. The temperature ranged from 102° to 
104°. The sputum became copious at times, 
with foul odour, followed by periods of de- 
creased discharge, but always purulent in char- 
acter. The symptoms remained persistently 
severe until admission to this institution. 

Physical Examination.—The patient was ob- 
viously ill. Her nutrition was very poor. Tem- 
perature 102.4° ; pulse 110. There were frequent 
severe paroxysms of coughing, with 2 oz. sputum 
daily, of foul odour; quite marked impairment 
of resonance and moist crackles in the mid-lung 
area, front and back, on the right side. Whisper- 
ed voice sounds were increased in a small area 
about the mid-seapular region. 

Laboratory Report.—Sputum was negative 
for tubercle bacilli. Urine showed a faint trace 
of albumin. 

X-ray examination showed quite extensive 
opacity of the right mid-lung area, compara- 
tively clear elsewhere, although probably indicat- 
ing some congestion above and below. (See 
Fig. 1). 

Progress of the Case.—A diagnosis of abscess 
of the lung seemed obvious, and on October 24th 


Fic. 1—Quite extensive opacity in the right mid- 
lung area, comparatively clear elsewhere, although prob- 
ably some congestion above and below. 
artificial pneumothorax was instituted. Within 
a few days the temperature gradually became 
normal, where it remained subsequently, with 
the exception of an occasional rise to 99-99.6° 
during the first few weeks of treatment. Cough 
and sputum persisted about the same for six 
weeks to two months after which they rapidly 
decreased, to almost complete disappearance on 
discharge. The general condition improved 
steadily and from January Ist the patient was 


Fic. 2.—Collapse above and below, with apparently 
little effect on the consolidated lung. 
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up and about the ward, and taking short walks hospital during the past three years. The open 
in the open. She was too ill to weigh on admis- method of reduction was employed in one ease, 
sion but from the end of November to the time the closed method in the second. Both patients 
of discharge, three months later, there had been at the present time are quite free from discom- 
a gain of 21 lb. At date of discharge, February fort and exhibit normal wrist movements in all 
28, 1929, she was practically symptom-free, and directions. X-ray pictures show no evidence of 
never felt better in her life. atrophy of the semilunar bones and the position 
of the reduced carpal bones remains intact. 


















CAsE 1 

A male, aged 28 years, was admitted on 
October 21, 1925, with a history of having fallen 
heavily on his outstretched hand. Skiagrams at 
the time showed a dislocated semilunar bone and 
a fracture of the seaphoid. (See Figs. 1 and 2). 

The dislocation of the semilunar was reduced 





by the open method, a dorsal incision being 
used. The reduction was easily carried out. 

















Fic. 3.—The lung, allowed to expand so as to 
demonstrate as much disease as possible, shows complete 
disappearance of the opacity. 





A skiagram taken on October 31, 1928, 
showed collapse above and below, with apparent- 
ly little effect on the consolidated lung (Fig. 2), 
while another taken February 27, 1929, with 
the lung allowed to expand so as to demonstrate 
as much of the lesion as possible, shows com- 
plete disappearance of the opacity (Fig. 3). 
There is still a 25 per cent collapse, and it is 
intended to keep the lung down for some time to 
come, the patient being on a three weeks’ 
interval, returning for refills. 

















DISLOCATION OF THE SEMILUNAR 
BONE OF THE WRIST* 


By C. B. Keenan, M.D. anv A. L. Witkir, M.D. 





Surgical Department, Royal Victoria Hospital 
Montreal 





The following two cases of dislocation of the 
semilunar bone of the wrist (one associated with 
a fracture of the scaphoid) were treated in this 





* Presented before the Montreal Medico-Chirurgi- 
cal Society, January 18, 1929. 
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Skiagrams after reduction showed the wrist 
Sixteen days later 
X-ray pictures were again taken, which showed 
the bones to have maintained perfect position. 

Eight months after operation the patient was 


bones to be in good position. 


again skiagraphed in the ‘‘follow-up clinic.’’ 
The photographs showed perfect position of the 
wrist bones and good union in the seaphoid. 
(See Figs. 3 and 4). There was no discomfort, 
and movement in all directions was free. 


CASE 2 
A male, aged 62 
November 8, 1928. 


years, was admitted on 
He had been knocked down 
on the street, sustaining a compound dislocation 


of the terminal phalanx of the left hand, and a 
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dislocation of the semilunar bone of the wrist. 
The thumb was treated, but the dislocation of 
the semilunar was not reduced. 

The following day the x-ray examination 
showed more marked displacement of the semi- 
lunar bone. (See Fig. 5). The patient was 
anesthetized and reduction of the dislocation by 
the closed method was carried out. This was 
performed by manipulation of the wrist, at the 
same time bringing pressure to bear on the volar 
surface of the semilunar. When the grating 
sensation on movement more or less ceased the 











Case REports: 








hand was put up in flexion. Subsequent x-rays 

showed complete reduction of the semilunar. 
Six weeks later the wrist was again photo- 

graphed (see Figs. 6 and 7), the result showing 





Fia. 7 


perfect position of the carpal bones. At this 
time the wrist moved freely without pain, but 
slight weakness present. No atrophic 
changes in the structure of the semilunar bone 
could be observed. One month later the patient 
stated that the joint was fast gaining in strength 
and that he experienced no pain or limitation 
of movement. 


Was 


These cases are very instructive from the point 
of view of diagnosis and treatment. 

The diagnosis depends solely on the x-ray pic- 
ture, the malposition of the semilunar bone being 
thereby discernible, especially 
compared with the normal wrist. 

As to treatment, in the first ease open reduc- 
tion was employed. 


readily when 


A dorsal incision on the 
radial side of the extensor tendons of the fingers 
was used with good results. In the second case 
quite as good a result was derived from the 
closed method. In both instances no atrophy of 
the semilunar bones has taken place, and good 
position has been maintained. The functional 


results in both are, so far, quite satisfactory. 
DISCUSSION 


Dr. Rhea: Does dislocation, Dr. Keenan, 
follow the same thing that leads to fracture? 
Fractures of the wrist used to come most fre- 
quently from eranking automobiles, but we 
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hardly ever hear of this now that all have self- 
starters. 

Dr. Gurd: I was very much interested in Dr. 
Keenan’s report. There was one thing I noticed 
in the picture shown by Dr. Keenan on the 
screen, and that was a suggestion of atrophy and 
destruction of the seaphoid, a more important 
matter. I would like to ask if the patient now 
has a useful wrist. One would judge that, ir- 
respective of the condition of the semilunar, the 
condition of the scaphoid would result in a very 
serious disability of his hand. 

Dr. Keenan: I am very much interested in 
these fractures of the seaphoid. I do not know 
of anything about which there may be such a 
variety of opinions. I know that wrist is not a 
perfect wrist, and the man does complain when 
using instruments like a hammer, for instance. 
I know that certain men state to-day that frac- 
tures of the secaphoid can be reduced and com- 
pletely cured, but so far as I know they never 
unite. On the other hand we ean assure you of 
a number of patients who have had fracture of 
the scaphoid reduced, and who are doing good 
work with the hand. I may be wrong, but it 
seems to me that I have been told there is in the 
city a fencing master, who has had a seaphoid 
fracture (I think Dr. Serimger knows the case. 
Dr. Scrimger: Yes, very well), and that the 
wrist does not bother him at all. On the other 
hand, Speed; of Chicago, insists that they should 
all come out. Now I am absolutely at sea; I 
don’t know what one should do. The other day 
one of my juniors came across a man with a 
fractured scaphoid. The man does not know 
how he got it, but for the past two years he has 
been unable to use the wrist properly. With 
the enthusiasm of youth, my assistant wanted to 
take out the scaphoid. Well the scaphoid is out 
now, and I hope in a year or so to be able to 
tell you something of the result. Do you find 
good results from taking them out, Dr. Gurd? 


Dr. Gurd: I give the patient an opportunity 
of refusing to have it taken out, in every case, 
and would take it out unless he refused to have 
it out. 

Dr. Keenan: Well, you must have been more 


fortunate in your patients than I am. My pa- 


tients do not know enough about having it in or 
out to say whether they will or not. 
do not know what is best. 


I frankly 
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A CASE OF PUERPERAL GANGRENE 
By Wo. J. Stevens, M.D., C.M., 
Ottawa 


Puerperal gangrene coming to maturity dur- 


ing the puerperium is sufficiently rare to war- 
rant consideration. 

The patient, aged 31 years, has two living 
children, with a normal delivery and _post- 
She had had mild searlatina as 
a girl and tonsillitis occasionally. Her history 
She was a rather nerv- 


partum history. 


was otherwise negative. 
ous but healthy looking woman. 

Her last confinement, bearing on this case 
report, was on June 8, 1928, when she was 
delivered under synergistic analgesia of twins, 
a boy weighing 5 lbs. 6 oz., living; and a girl 
weighing 5 lbs. 114 oz., macerated. During her 
antenatal period she had considerable morning 
sickness; the blood pressure varied from 110 
systolic and 74 diastolie to 140 systolic and 84 
diastolic on April 26th, when the urine showed 
a trace of albumin, and the legs were moderately 
cedematous ; but this condition responded quickly 
to treatment. 

For about three weeks prior to delivery the 
patient complained of considerable pain and 
burning sensation in the distal part of the right 
On inspection, the finger appeared 

The likelihood of some infection 
was considered, but hot compresses gave little 
relief. The day following delivery the throbbing 
pain in the finger gave way to numbness and 
multiple incisions were made. The finger was 
slightly reddened, there was no swelling, and 
no pus was obtained, but good drainage was ob- 
tained with hot compresses. Two days later a 
water blister appeared on the finger tip. Six 
days after delivery the finger got dark and the 
surgeon in consultation verified the diagnosis of 
dry gangrene. Expectant treatment failed to 
On June 20th, twelve days post- 
partum, the patient complained of aching in the 
right arm. The finger meanwhile was intensely 
painful, and on June 22nd, fourteen days post- 
partum, a definite line of demarcation was pres- 
ent. Examination failed to elicit any appreci- 
able loss of pulsation in the healthy part, and 
amputation was done at the third joint. Healing 
was uneventful, by first intention. 

On May 20th the blood pressure had been 


index finger. 
to be normal. 


help matters. 
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systolic 120, diastolic 80, and the urine showed a 
trace of albumin. On June 8th, on admission to 
the hospital, the urine still contained a trace of 
albumin. On June 16th, eight days post-partum, 
the blood pressure was systolic 156, diastolic 86; 
on the 19th, 174/104; on the 22nd, 140/94; and 
on the 25th, 150/100; the urine contained a very 
faint trace of albumin. On the 30th of June, 
the day of discharge, the blood pressure was 
120/80. The blood-sugar on June 15th was 
normal. An x-ray examination on June 16th 
gave ‘‘no evidence of any arterial or bone change 
in the region of the right forearm or hand.’’ 
The Wassermann test was negative on June 20th. 
The highest temperature before operation was 
99.2°, and the pulse 88; the urine showed no 
sugar at any time. 

Gross examination of the amputated right 
index finger showed that it was a typically dry 
gangrenous finger, with a definite line of de- 
mareation at a point about the centre of the 
second phalanx. The skin and muscles of the 
distal extremity and part of the second phalanx 
were intensely dry, hard, and black. Examina- 
tion by the surgeon suggested that the lateral 
artery was somewhat sclerosed, but no thrombi 
were found. No microscopic examination was 
made. 

In the absence of any infection’ or febrile con- 
dition (the maceration of one twin was slight 
and the temperature normal ante partum) it 
would be difficult to put the etiology of the 
gangrene here down to thrombi or to spasms of 
the peripheral vascular system due to an ergot 
preparation (which the patient received for four 
days, from June 10th to 13th). More likely 
endarteritic changes were the cause. 


TERATOMA (DERMOID) OF THE OVARY 


By C. W. THorne, M.D., 
Melfort, Sask. 


Mrs. W. H. C., 63 years old, was first seen 
on March 10, 1927. She had always been 
healthy and had never been pregnant. She 
noticed that her abdomen had been getting larger 
for the last two or three months, and she felt 
tired and weak when on her feet for long. Ex- 
amination showed the abdomen to be quite tense, 
with typical signs of free fluid in the peritoneal 
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cavity. Her legs and feet were slightly edema- 
tous. The heart and urine were normal. The 
ascites was considered to be due to some portal 
obstruction. 

She was next seen on July 11, 1927. The 
abdomen was larger and more tense, the skin 
tight and glistening; and she was much weaker 
and had a very poor appetite. She was scarcely 
able to stand or walk owing to the weight of 
fluid. Paracentesis of the abdomen was per- 
formed and about five quarts of fluid were re- 
moved, which reduced the tension somewhat. 
Two days later it was all removed. Sixteen 
quarts were obtained at that time. 

After this she felt much better and went home, 
returning in a month, again distended. Para- 
centesis was done yielding about twelve quarts. 
At this time an x-ray series was advised, which 
she refused, considering it to be merely a matter 
of time with her at any rate. 

Between July 11, 1927, and November 6, 1928, 
paracentesis was done eighteen times, and ap- 
proximately 238 quarts of clear yellowish fluid 
were removed. On the last occasion after ob- 
taining about twenty ounces, pure blood came 
from the needle. The needle was then with- 
drawn. She agreed to a laparotomy, as further 
tapping was not advisable. 

On November 9, 1928, under local anesthesia, 


CHILD GUIDANCE CLINICS.—In consequence of gen- 
erous financial assistance by the Commonwealth Fund, 
the Child Guidance Council hopes to open a clinic in 
Canonbury Place, Islington, during May. This will be 
available for the treatment of children of any age re- 
ferred, with the consent of the parents, by the school 
medical officer of the London County Council, by child 
welfare centres, day nurseries, and social agencies, or 
by education authorities and agencies outside the London 
County Council area. Facilities will be provided at the 
clinic for the practical training of psychiatrists, psycho- 
logists, and social workers. Close co-operation is being 
established with the University of London and its vari- 
ous centres—for example, a one-year post-graduate 
course, beginning in October, is being established by the 
London School of Economics for the training of mental 
welfare workers, including those who devote themselves 
to children; special opportunities will be given by the 
clinic to those who attend that course.—Brit. M. J. p. 
877, May 11, 1929. 


Tue EASTMAN DENTAL CLINIc— The foundation 
stone of the Eastman dental clinic at the Royal Free 
Hospital, London, was laid by the Prince of Wales on 
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the abdomen was opened. The bowels were 
floating on the fluid. The fluid was swabbed and 
aspirated away. A mass was found in the pelvis, 
originating from the site of the left ovary. It 
was about 10 em. in diameter, with a pedicle 
about 5 em. in width, with large veins and 
arteries showing prominently on its surface. 
The growth was covered with nipple-shaped 
masses with secreting surfaces throwing out the 
clear yellowish fluid. 

Grasping the growth with the tenaculum 
caused a sharp hemorrhage from each puncture 
of the teeth. She was given ether while the 
pedicle was clamped and the growth removed. 
The right ovary, and other organs appeared to 
be normal; the uterus was senile. The abdomen 
was closed and she made a good recovery. She 
has continued to gain in strength, and there has 
been no return of the ascites to date (four and 
a half months after the operation). 

Pathological Report (Provincial Laboratory, 
Regina).—‘‘A teratomatous growth, containing 
various types of tissue, small areas of cartilage, 
and tissue resembling thyroid. One eyst, one 
inch in diameter, containing sebaceous matter, 
but no hair as is usual in a dermoid. This 
tumour has a marked tendency to become ma- 
lignant, both locally and by metastases.’’ 


April 30th. This clinic is the result of a gift of 
£200,000 by Mr. George Eastman, chairman of the board 
of the Eastman Kodak Company, who, some years ago, 
founded a dental dispensary in Rochester (New York), 
and has been convinced that the marked success achieved 
there could be repeated elsewhere. To secure his offer 
for the building and equipment of a clinic in London 
a sum of £100,000 was provided by the generosity of 
Lord Riddell and Sir Albert Levy, respectively the presi- 
dent and treasurer of the Royal Free Hospital, to serve 
as an endowment fund. The maintenance of the clinic, 
however, is estimated at £20,000 annually, so that further 
sums are needed if the Royal Free Hospital is to be 


. relieved of all charge in this connection. The Prince of 


Wales emphasized the importance of dental health, and 
said that prevention, in the form of special provision for 
children and for expectant and nursing mothers, would 
be a feature of the clinic’s work. He hoped that this 
compact institution, dealing with all aspects of dental 
healing, would give a further impetus to the education 
of public opinion in dental matters, and he added. that 
this gift again exemplified the friendship which existed 
between this country and the United States——Brit. M. 
J., p. 877, May 11, 1929. 
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Editorial 


MEDICAL EDUCATION 


N a previous issue* an endeavour was made 
to indicate some of the difficulties which 
crowd the path of those who would effect 
great reform in medical education. While 
the attitude of the profession towards the 
schools is characterized by dissatisfaction 
and unrest in many countries, it will be 
understood that we are dealing with the 
question as it affects our constituency, and 
that what has been said, and what may still 
be said, is not necessarily of more than rela- 
tively local application. 

Approximately thirty years ago our Amerti- 
can cousins determined upon a somewhat 
drastic, in fact fatal, purgation of their less 
desirable schools, and a general tone-up of 
those which were to be permitted to survive. 
We of Canada looked on approvingly, 


sensing relief from the frequent embarrass- 
ments to which our licensing bodies had 
been subjected when dealing with graduates 


of some of the American schools. The 
consequence of our cousins’ action has been 
such improvement in the quality of medical 
teaching as to atone for certain fresh em- 
barrassments which have come to us, and we 
have been impressed anew with the desira- 
bility, perhaps the necessity, of very friendly 
intimacy with our neighbours in respect of 
medical education. The Association of Ameri- 
can Medical Colleges is an international 
organization which includes several Canadian 
schools in its membership, and the activities 
which that organization maintains or spon- 
sors are therefore of interest to our constitu- 
ency. The Association was responsible for 
the formation of the Commission on Medical 
Education which has been engaged for some 
years in a critical review of existing conditions 
in the hope of ultimate evolution of a con- 
structive scheme for further betterment. 
Against the fact that concerted effort led 
to the suppression of the weaker and the 
proprietary schools, and put most of the 
others on a university basis with the higher 


*The first editorial by Dr. Hattie on this subject 
appeared in- our May number. 


standards of preliminary and _ professional 
training which this implies, we must set the 
less pleasing fact that there has been con- 
comitant multiplication of cults—of which 
some have been made quasi moral by legisla- 
tion. The arguments of those who fancy 
that the second of these facts is logically 
sequent to the first are not convincing and 
need not concern us now. But it may be 
conceded that the rigid curriculum which 
has occasioned our most vocal recent grouch 
is—or was, for some flexibility is now per- 
mitted—mainly due to a prescription which 
was intended to correct the educational de- 
ficiencies of one score and ten years ago. 
We may criticize the prescription as in- 
applicable to the present condition, but it 
seemed to be clearly indicated at the time it 
was made and it is doubtful if any other 
treatment would have been so efficacious. 
In the meantime it has become fairly 
evident that the bushels and yard-sticks 
which answer for measurements of general 
education cannot be used with a guarantee 
of satisfaction in measuring out medical 
education. To many, moreover, it seems 
reasonable to attempt a peep into the future 
in the hope of a suggestion of what future 
needs will be. No one claims that the whole 
of medical education can be wisely based 
upon probable needs of individual practi- 
tioners, although there are some who urge 
that those who look forward to a specialty, 
should be given opportunity to begin prepara- 
tion therefor at some stage of the under- 
graduate course. Our seemingly rapid ap- 
proach to a time when we will rival the old 
Egyptians in the specialization of medical 
practice appears to foreshadow the day 
when an attempt to provide undergraduate 
preparation for all the specialties will be so 
obviously gargantuan that no proponent of 
specialized teaching will be regarded as safe 
for democracy. The Commission takes the 
safe ground that medical education should 
not be formulated on the basis of either de- 
tached education or medical needs alone, 















































EDITORIAL: 


and maintains that the basic course should 
be designed to prepare men both to begin 
practice and to thenceforth educate them- 
selves; the undergraduate training being 
sufficiently broad and sound to serve as 
groundwork for those who may subsequently 
decide upon adopting a specialty. 

The Commission was not created to sug- 
gest another curriculum, but rather to 
investigate the possibilities of establishing a 
basis, acceptable to both the universities 
and the licensing bodies, for a system of 
teaching which will lessen crowding and 
increase flexibility of studies without sacrifice 
of efficiency. One of the Commission’s first 
cares was to ascertain as far as practicable 
the character of the service required of the 
average general practitioner. Studies from 
various angles yielded fairly consistent re- 
sults. Most illnesses, we are told, are not 
difficult of diagnosis or treatment, and 
probably 90 per cent can be cared for by a 
competently trained practitioner with moder- 
ate equipment and facilities. But an under- 
standing of the “human and psychological 
factors’ which enter into every medical 
problem is ‘‘frequently”’ necessary for proper 
diagnosis and treatment. This is well worth 
a mulling over. 

Fifty per cent of his cases are seen by the 
doctor at his office; 35 per cent in the homes; 
10 per cent in hospitals. Seventy-five per 
cent of office visits are for minor surgery, 
upper respiratory affections, general medi- 
cine and venereal disease. Ninety per cent 
of home visits are for infections of the 
respiratory tract, general medical and con- 
tagious disease, obstetrics and minor sur- 
gery. Of hospital visits, 55 per cent, are 
for surgical conditions, 30 per cent are for 
medical disorders, and 15 per cent are 
obstetrical. Such statistics indicate where 
emphasis should be placed in the clinical 
teaching, with, of course, due consideration 
of the relative danger of inadequate prepara- 
tion for dealing with the conditions which 
enter most largely into practice. Most of 
us will feel, for instance, that poor prepara- 
tion in obstetrics is less to be condoned than 
meagre instruction in elephantiasis. 

It has been urged in criticism of the longer 
and more exacting course which has been 
substituted for the two-year and three-year 


courses which were not uncommon a genera- 
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tion ago, that the cost of medical education 
is now so great as to compel most recent 
graduates to locate in cities, where a more 
certain and easier return on their invest- 
ment of time and money may be anticipated 
than in country districts. It is admitted 
that the rural areas are being depleted of 
physicians, but it is also noted that the 
graduates of chiropractic schools (which 
cannot be accused of unduly prolonging 
courses) locate in cities in much larger pro- 
portion than graduates of regular schools. 
A great variety of causes for the change in 
the distribution of physicians might be 
cited. Of these many are unquestionably 
more potent determining factors than the 
lengthened medical course. And undoubted- 
ly, an attempt to create greater willingness 
of graduates to take country practices by 
lowering educational standards would fail 
in its purpose and bring disaster in its train. 

The average age at graduation today is 26, 
and graduation is usually followed by at 
least a year of interneship. Men still live 
who knew a day when 22 was considered a 
proper age for graduation. The average age 
at retirement is estimated at 65, so the aver- 
age period of active practice is now only 37 
years—by no means enough to satisfy a 
normal desire to serve one’s fellows. And 
if present tendencies persist long enough, 
graduation will become a posthumous cere- 
mony for all but super-centenarians. The 
Commission comments on the possibilities of 
reducing the time now required for prelimin- 
ary education and of lengthening the medical 
session by eliminatinglong vacations. In 
such ways graduation may be effected at a 
presenile age. The man-looking-on is dis- 
posed to think that the fervour for laboratory 
work is inordinate and that a downward 
revision of requirements in some laboratory 
subjects would not prove prejudicial to the 
clinical acumen of prospective practitioners. 
However great the disagreement in some 
particulars, it appears to be a fairly unani- 
mous opinion that it is highly desirable that 
men should enter practice at the earliest age 
consistent with reasonable training and 
maturity of judgment. 

Among the criticisms of present methods 
offered to the Commission by practitioners 
whose opinions are based on personal experi- 
ence, is that too much of the clinical teaching 
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is from the standpoint of the specialist and 
on rare diseases, and not enough from the 
standpoint of the needs of most patients. 
Another criticism is that students are not 
sufficiently prepared for the assumption of 
the individual responsibility required in 
practice, nor for dealing with the emotional 
and other psychic factors which enter so 
largely into many illnesses. Such criticisms 
serve to illustrate the difficulties with which 
the Commission has to deal—difficulties 
which are not lessened by the prevailing 
method of licensing practitioners, which ne- 
cessitates that students be prepared to satisfy 
the vagaries of a considerable number of ex- 
amining bodies. The Journal has already 
referred to the benefits which would follow 
the adoption in Canada of a system of licen- 
sure similar to that which obtains in the 
United Kingdom. This system safeguards 
the public and, by compelling adequate 
teaching, proves a helpful stimulus to the 
schools. Yet it does not interfere with 
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initiative or flexibility. The Commission 
suggests that licensing bodies might relax 
something of the requirements in the case of 
candidates from certain schools which would 
be given liberty to experiment with the curri- 
culum. It is hard to see how this can be 
done when examiners know a candidate only 
by number (much as though he were a 
criminal), but under a system like to that 
which works well in Britain it would appear 

easily possible to achieve the end desired. 
We shall continue the discussion of the 
Commission’s work in a later issue. Its 
deliberations are of such great importance 
to the future of medicine that they should be 
followed with the keenest scrutiny by every 
member of the profession. The personnel 
of the Commission and the seriousness with 
which every phase of the problem is being 
investigated warrant the belief that the 
ultimate findings will be of very great value. 
W. H. Hattie 


WHAT’S THE MATTER WITH OBSTETRICS? 


ee twenty-five years ago, almost over- 

night, obstetrics long established as the 
basis of general practice, blossomed as a 
surgical specialty, and the grave physician- 
accoucheur appeared as at a touch of a 
fairy’s wand,—gowned, capped, gloved and 
masked ,—disguised as an obstetric surgeon. 

The rapid development. of gynecology 
edealing with pathological conditions in the 
female genital tract, naturally resulted in 
increased scientific interest in the physiology ; 
the more so since the greater part of the 
surgical work of the gynecologist was the 
repair of damage incident to labour. 

These two branches of surgery were so 
closely allied that still closer union was in- 
evitable. In most medical colleges the 
chairs of two departments were united, and 
while this association has come to stay and 
has many advantages, there can be no doubt 
that in it lies the origin of many of our 
present difficulties. probably owing to the 
fact that calling an obstetrician a surgeon 
did not really make him one. 

Present day surgery is so dependent upon 
faultless technique that an operation any- 
where save in a well appointed operating 


room is an anomaly. Obstetrics is still in 
the large majority of cases a matter for the 
home. True, more and more patients are 
coming to the hospital for delivery, but few 
will admit the possibility of faultless surgical 
technique, even in hospital when dealing 
with a half anesthetized woman encouraged 
to “‘use her pains.” Lapses might occa- 
sionally be condoned were it not for the 
too frequent association of tragedy. 

Two alternatives suggest themselves, 
either to abandon absolute asepsis or, anzs- 
thetize the patient and deliver. Sound con- 
demnation of the first so advanced the 
second, that practically every teacher of 
note on this continent became eloquent with 
warnings that labour is a physiological pro- 
cess and unjustifiable interference almost a 
crime. 

If asked whether the same restrictions 
applied to all, themselves for instance, many 
honestly admitted that a large percentage 
of their primiparas were delivered with 
forceps. Some even had learned that the 
arrest of the head was the beginning of 
cystocele, and that spontaneous labour, 
prolonged, often preceded complete prolapse. 














Recent British papers, notably that of 
Young, should clarify the situation. If 
trauma is the forerunner of infection, and 
the forceps properly used no factor in its 
causation, both of which the writer believes 
true postulates, there must be modification 
in practice, perhaps even in teaching. The 
object of pregnancy is a live healthy baby 
and the limitation of trauma is the aim in 
“delivery. How this may best be accom- 
plished is the true obstetric problem. 

The imperative need of pre-natal examina- 
tion is obvious, but if it is admitted that the 
opening of the cervix is practically in all 
cases physiological, the management of that 
stage is no more the concern of the obstet- 
rician than pre-operative preparation is that 
‘of the surgeon. Again the third stage—a 
parallel to wound closure, will be troublesome 
in one instance from infection, in the other 
from hemorrhage, according to the know- 
ledge and skill of him who conducts the case. 

The second stage of labour is the crux of 
the matter. Let it be remembered that all 
trauma is not immediately evident and that 
episiotomy has proved its value and is to be 
preferred to over distension of the perineum. 
Pressure without laceration and separation 
of bladder fascia from the uterus, are not 
immediately recognizable, but are extremely 


A* interesting address was delivered 

before the Obstetrical Society of Phila- 
delphia by Dr. B. P. Watson of Columbia 
University* on the responsibility of the 
obstetric teacher in relation to the high 
maternal mortality of the present day. 
He began his address by deprecating any 
comparison between the maternal mortality 
rate in the past century and that of the 
present day. The statistics of the past in 
his opinion were so defective as to be quite 
unreliable. Nevertheless, there is reason for 
the increased professional interest and anxiety 
manifested at the present by the fact that 
for the past twenty years and more, no 
reduction in the death rate in childbirth has 
taken place. 

Speaking to obstetrical teachers he said 





* J. Obst. & Gynec. 14: 277, 1927. 
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important. If the head is arrested, some- 
thing is wrong and a time limit of one or 
two hours is purely arbitrary. 

The urgent need is for trained men who 
can help in the second stage whenever the 
evident, reparable, injury incident to delivery 
is less than the inevitable hidden injury, if 
the patient is left alone. 

To judge properly in such situations re- 
quires training and experience not to be 
gained by casually handling a few multi- 
paras, as do the most fortunately situated 
of our students. 

Moreover, it. is a young man’s job, for it 
is the most physically wearing of all branches 
of medicine. If practised faithfully and the 
patient is to be watched from start to finish 
of the labour, the uncertainty of the date 
of confinement and the even less certainty 
of its course make such watching an impossi- 
bility for a busy man without extremely 
competent assistants. 

Whether these assistants are to be young 
medical men or trained women, must be 
decided later, but it is evident at present 
that obstetrics is becoming less personal and 
more specialized, and that there is a crying 
need for specially trained obstetric nurses, 
call them midwives if you will. 


H. M. LITTLE 






that he considered the conversion of obstet 
rics into a surgical specialty in so far as it 
had improved the technique of the delivery 
room, a distinct advantage, but an unfortu- 
nate error in so far as it led the young student 
to think that every maternity case should 
be subjected to surgical procedures. More 
than ever he considered it necessary to 
preach against meddlesome midwifery, and 
he was afraid that a wrong impression was 
given to students in training by the large 
proportion of instrumental cases which they 
saw in the obstetric wards as compared with 
normal deliveries. Obstetric teachers should 
redouble their efforts to impress on students 
the essential normality of the vast majority 


‘ of childbirth cases and explain fully the 


reasons for interference in every case in 
which it was attempted. Students fail to 
realize that operative obstetrics is surgery, 
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and very often major surgery, and demands, 
like major surgery, ideal aseptic conditions, 
skilled assistants, and more training than 
they receive in their undergraduate course. 
Dr. Watson deplored the very limited 
period set apart in the curriculum for clinical 
obstetrics, and emphasized the importance of 
a thorough training in clinical pelvimetry 
and abdominal palpation, and warned his 
hearers of the conditions existing in the uter- 
ine walls, when sepsis supervenes, which 
forbid any surgical interference. The speak- 
er stated that he looked forward to the time 
when there should be greatly increased hos- 
pital accommodation for the maternity cases, 
for with hospital accommodation obtain- 
able, it is easier for the practitioner to live up 
to his ideals, than when he has to practice 
domestic obstetrics. Not infrequently, in 
Dr. Watson’s opinion, co-operation between 
the physician and a specially trained obstet- 
ric nurse afforded the busy practitioner con- 
ditions approaching those enjoyed by the 
hospital obstetrician. In Britain 50 per cent 
or more of the cases are delivered by trained 
midwives, and the maternal mortality under 
their supervision is certainly not higher, and 
is in many cases lower than in those delivered 
by doctors. A drawback to midwifery prac- 
tice if they are left entirely in charge is the 
fact that the midwife is not sufficiently edu- 
cated to give adequate antenatal supervision. 
There is a growing feeling, however, among 
obstetric teachers in Great Britain that in 
the large industrial areas and in rural dis- 
tricts there is much to be gained by active 
co-operation with specially trained nurses. 
In that country many practitioners in the 
working class districts have associated with 
them in their obstetric work such special 
nurses. The speaker quoted the experience 
of one practitioner who told him that since 


he had obtained the assistance of two or 
three trained and registered midwives he 
had reduced the incidence of his forceps 
deliveries from 30 per cent to 3 per cent, and 
that he had now leisure for reading and at- 
tending society meetings, which he never 
had before. Undoubtedly with proper co- 
operation between physicians and specially 
trained nurses, who should obtain suitable 
financial return and be given a proper social 
station, such an arrangement would solve 
many difficulties in Britain. 

Dr. Watson was uncertain how such a 
system would work in the United States. 
Objection might be made to the name mid- 
wife, and in its stead he would propose the 
term ‘trained obstetric nurse.’ Such a nurse 
if properly educated in the conduct of labour 
as well as in obstetric nursing would in Dr. 
Watson’s opinion prove extremely efficient, 
and her judgment could be relied upon, as a 
rule, both in diagnosis and prognosis. This 
method of co-operation between physician 
and nurse has the merit of not only giving 
the busy practitioner conditions approaching 
those enjoyed by the hospital obstetrician, 
but also enabling him to maintain the 
standard of obstetric work at a higher level 
than has hitherto been possible. 

With us in Canada we are fortunate in 
having already a remarkably fine class of 
nurses who have proved most successful in 
maternity work in co-operation with prac- 
titioners. The Victorian Order of Nurses 
during the past two years have attended over 
27,000 cases of midwifery with a mortality of 
slightly over 2 per cent, and an infant death 
rate of only 19 per 1,000 living births. This 
represents some 6 per cent of all births 
throughout the Dominion. 


A.D.B. 


ALLEGED TOXIC ACTION OF ACCESSORY FOOD FACTORS IN 
UNBALANCED EXCESS 


i” interesting paper by Clifford Hoyle of 
the Cambridge Pharmacological La- 
boratory on the apparent injurious action of 


vitamins in unbalanced and _ excessive 
amounts appears in the Lancet for April 6, 
1929. While it is now generally acknow- 
ledged that the several vitamins in balanced 


and minute amounts are an essential con- 
stituent of a perfect food, recent investiga- 
tions appear to indicate that when any of 
these accessory food factors are adminis- 
tered in an unbalanced excess of the ordinary 
amounts in which they are met with in 
natural foods, their action may be of an 
















EDITORIAL: 


injurious character; even fatal results have 
ensued. 
Hopkins’ in 1923 was the first to suggest 
that while a balance of vitamins in the diet 
is an important factor in the maintenance 
of health and strength, a large excess of one 
might have an injurious action. He found 
that rats failed to grow when an excess of cod 
liver oil was given in addition to the normal 
diet, but this event could be prevented by 
administering an excess of vitamin B. Evi- 
dence was not available at that time to show 
whether vitamin A, vitamin D, or some 
other constitutent of cod liver oil was the 
factor responsible for the disturbance of 
normal metabolism. Takahashi’ had previ- 
ously claimed that a purified extract of 
vitamin A administered to rats in excessive 
amount caused cessation of growth and 
finally death. Shortly afterwards, these 
statements were questioned by Drummond* 
and others who stated that they found no 
harmful results to follow the administration 
of preparations containing special vitamins 
in large amounts. Nevertheless the recent 
experiments of Euler and Widell* appeared 
clearly to demonstrate that an excess of cod 
liver oil gave rise to faulty growth and bone 
formation in rats, but that this could be 
prevented by increasing the allowance of 
vitamin C. Many other investigators state 
that they also have found that an excess of 
cod liver oil, administered with a normal 
diet may definitely interfere with nutrition. 
The explanation of these experiments is at 
present a matter for conjecture. Cod liver 
oil is liable, as we all know, to contain a very 
variable amount of vitamins and there is no 
valid proof that these experiments must be 
regarded as examples of a disturbed vitamin 
balance. All that can be said positively at 
present is that there is evidence to show that 
an excess of cod liver oil is definitely harmful 
to animals on an otherwise normal diet, but 
we have no proof that such injurious action 
is due to the vitamin content of the oil. 
Since the discovery, however, by Rosen- 
heim and Webster’ that irradiated ergosterol 
is the parent substance of vitamin D it has 
become possible to administer this vitamin 
in far larger doses and in a purer form than 
has been the case with any other accessory 
food factor, and already many observations 
have been recorded showing that when 
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administered in large doses to animals, 
taking otherwise normal diets it may pro- 
foundly affect nutrition and lead to the death 
of the animal. In one experiment it was 
found that mice, rats, cats, dogs, and 
guinea pigs were killed in periods ranging 
from 15 to 40 days with doses varying from 
1 to 40 mgm. daily. In all cases the animals 
lost much weight and at postmortem examin- 
ation the spleens were found to be atrophic, 
and the small intestines showed hemorrhagic 
enteritis. The most striking lesions however 
were found in the vascular system in which 
an extensive arteriosclerosis involving the 
aorta and the main arteries was present. In 
most of these lesions a considerable depo- 
sition of calcium salts had occurred, and 
this deposition was also a feature in lungs, 
kidneys and intercostal muscles. These ex- 
periments have since been confirmed by other 
investigators. Dickson and Hoyle® failed 
to obtain these toxic results when only a 
few milligrams were given daily to rats; on 
the other hand when the irradiated ergosterol 
was given in doses of from 11 to 18 grammes 
daily in a diet otherwise normal the animals 
failed to grow, and at post mortem examina- 
tion urinary calculi were found, but the 
changes and lethal effects described by 
German investigators were consistently ab- 
sent. 

In view of these contradictory results with 
preparations of irradiated ergosterol of similar 
antirachitic potency, Dickson and Hoyle 
suggested that another factor might be at 
work producing this definitely toxic action, 
and suggested that the method of irradiation 
might be a determining factor in the results. 
The ergosterol used in their experiments was 
irradiated in solution in oil and in the absence 
of oxygen. The German workers did not 
state their method of irradiation, but in the 
experiments of Harris and Moore’ in which 
corresponding lethal effects were found, the 
irradiation was carried out in alcoholic 
solutions. They thought it possible that 
when irradiated in this way ergosterol formed 
some toxic by-product in addition to vitamin 
D, whereas when the irradiation was effected 
in an oily medium, as occurs in nature in 
the epidermis under the influence of the 
sun’s rays, this does not occur. It is true 
that the toxic doses employed in animal ex- 
periments are exceedingly high compared 
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with therapeutic doses, but it should be 
remembered that these experiments have 
been made only on normal animals, and it 
is not known yet how far these results apply 
in nutritional vitamin deficiencies or in other 
metabolic disturbances. 

Recent work also by Stewart and Percival® 
and Hunter and Aub’ has shown that the 
parathyroid hormone in excess, also raises 
the blood calcium by mobilizing calcium 
from the soft tissues, and ultimately from 
the bones. It would appear also that under 
its influence calcium deposition in the 
tissues may occur without gross preliminary 
injury. It is therefore possible that the 
calcification in arteries and other tissues 
found by the German investigators to occur 
in animals receiving a marked excess of 
vitamin D is similar to that found in such 
conditions as osteomalacia and osteitis fibrosa 
in that it is independent of preliminary 
gross injury to the tissues. If this is the 
explanation, such animals will be found to 
show a pronounced hypercaleemia. Klein’? 
found a fifty per cent increase in the blood 
calcium in his experimental rats to whom 
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ergosterol was given. Dickson and Hoyle 
have pointed out the possible importance of 
these observations in the etiology of urolithi- 
asis in tropical countries. They suggest that 
prolonged exposure to the powerful solar 
rays of such climates may produce excess 
of vitamin D in the dermal tissues, and that 
this may lead to an increase in the blood 
calcium. In the case of individuals habitu- 
ally consuming diets defective in vitamin A, 
and exposed to the possibilities of forming an 
excessive amount of vitamin D owing to 
intense solar radiation, it is suggested that 
these two synergic factors may favour hyper- 
caleemia and the deposit of calcium phos- 
phate calculi. 

A.D.B. 
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A CHANGED OUTLOOK IN CARDIOLOGY 


- an interesting editorial in the British 
Medical Journal* the changed outlook 
regarding the comparative importance of 
the various symptoms of heart disease is 
discussed. Modern research in cardiology 
has greatly revolutionized the teaching of 
the past in regard to the value to be placed 
on the intracardiac murmurs heard under 
diseased conditions. Owing to the help of 
the electrocardiograph a knowledge of the 
contractile forces exerted in the chambers of 
the heart has been obtained which did not 
exist thirty years ago. Order has been 
introduced into the chaos of cardiac arrhyth- 
mias which previously were so inadequately 
differentiated that the relative unimportance 
of sinus arrhythmia and many types of 
extra systoles was not recognized, while the 
significance of auricular fibrilation was by 
no means realized. Apical systolic murmurs 
which in the past were so carefully studied 
and deemed to be of much importance are 


*Brit. Med. Jour., April 6. 1929. 


now regarded as for the most part due to 
weakness of the myocardium, often of only 


a temporary nature, and rarely to the 
presence of an organic valvular lesion. 
Much importance, however, is still placed 
on presystolic murmurs as indicative of 
mitral stenosis and on diastolic murmurs as 
arising from aortic regurgitation. Never- 
theless, neither of these latter murmurs 
afford definite knowledge regarding the all 
important condition of the myocardium. 
Undoubtedly the essential change brought 
about by modern cardiac research is the 
importance placed on a careful estimation 
of the condition of the heart muscle. Not- 
withstanding the great amount of time and 
study bestowed upon the origin and trans- 
mission of murmurs in the past, the value 
of which in the modern point of view runs a 
risk of being unduly minimized, many of 
our former teachers were fully alive to the 
importance of ascertaining, as far as was 
then possible, the existing conditions in the 
heart muscle. Laennec, the discoverer of 
















































EDITORIAL: 


mediate auscultation, spoke of the condition 
of the myocardium as the ‘‘key to cardiac 
pathology;” while William Stokes in 1834 
said ‘‘that no matter what the heart affec- 
tion may be, its symptoms and importance 
depend mainly on the strength or the weak- 
ness, the irritability or the paralysis, and the 
anatomic health or disease of the cardiac 
muscle.’ Nevertheless, we have to recog- 
nize that even degenerated conditions of 
the myocardium may in some cases give rise 
to only obscure evidences of impairment, 
and may cause sudden death in persons who 
have shown few symptoms of heart disease. 

While the signs on which an exact diagnosis 
of the condition in the heart is based have 
been changed, so also have our views on 
prognosis. Not only do we regard an 
estimation of the patient’s expectation of 
life as important, but of greater importance 
is the decision as to how effective his life 
may be made, what sort of occupation he 
ean fill, and what kind of activities, whether 
physical or intellectual, he can wisely be 


- a brief address delivered at the opening 

of the Toronto Academy of Medicine, 
Dr. Norman Gwyn, as chairman, called 
attention to the shortage of papers and of 
case reports, not only in the hands of the 
Secretary of the Academy but also, judging 
from a recent note, on the desk in the 
office of our Canadian Medical Journal. 
Such a shortage was a matter which in his 
opinion the younger members of our pro- 
fession should take to heart. 

He recalled Sr. Robert Falconer’s recently 
expressed opinion that the acceptance of 
the position of teacher in the university 
carried with it the obligation of contributing 
service either in the form of some special 
research or of careful observation and inter- 
esting case reports to scientific journals or 
societies. Only by so doing can teachers con- 
sider that they have done their duty to 
those who are looking to them for instruction. 
It is, therefore, with a feeling of dismay that 
he viewed the evident disinclination on the 
part of the younger men to contribute new 
facts or to cultivate to any degree their 
latent literary powers. 
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allowed to follow. These questions can 
only be answered by careful study of the 
patient’s symptoms, and by observation of 
the cardiac response to effort. In deciding 
these questions it is fully recognized now 
that murmurs and their varying changes 
have much less value than they were thought 
to have a generation ago. Disease of the 
heart as indicated by the intracardiac mur- 
murs was in the past considered to demand a 
more or less invalid life. Now, we endeavour 
to differentiate between the necessity for an 
invalid life and a life of restricted activity. 
Many patients with heart disease are now 
allowed and wisely allowed to do much more 
than they would have been allowed in the 
past. In the words of the editorial, ‘the 
modern doctor, armed with additional and 
more securely based knowledge, endeavours 
to follow the advice of Plato who said that 
the patient should be prevented from nursing 
his disease to the neglect of his ordinary 
calling.”’ 


A.D.B. 










As Canadians we are not lacking in men 
gifted with both the ability for research and 
the power of expression. Few countries of 
Canada’s size can show a list of medical 
contributions equal in worth and variety 
to the papers contributed in the past by 
Beaumont, Bovell, Howard, J. E. Graham, 
Osler, McPhedran, Barker, the McCraes, 
and McCallum, and in recent years by 
Banting, Best, Collip, Rowntree and Balfour. 
Certainly the talent exists among us, but 
in too many it is unfortunately wrapped in a 
napkin and buried. Unless the younger 
men realize promptly that apathy is sin, it 
appears likely to remain buried. The his- 
tory room of the hospitals and the office 
files of many of our practitioners contain 
numerous case reports of value and interest; 
case reports which would be read with profit 
by all members of our profession. 

Some years ago, the remark was made by 
the editor of the American Medical Associa- 
tion that case reports well detailed are often 
of more value in a journal in general circula- 
tion than so called original articles, because 
they are the first pages to be looked at by 
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80 per cent of the readers. The value of 
well prepared case reports is undoubtedly 
frequently placed too low, and yet our know- 
ledge has made many of its advances by 
observations which have appeared as clinical 
reports. 

Just how valuable case reporting was in 
the estimation of our great leader, Sir 
William Osler, may be judged by his advice 
to his successor, Dr. L. F. Barker, ‘Just a 
line to welcome you to the Johns Hopkins 
Hospital, It is a unique position. You 
will be very much at home with the young 
fellows and the students. Keep an eye on 
the societies and encourage the members to 
report and show cases, even the simpler 
ones.” 

The rules which Osler laid down for Barker 
he applied strenuously in his younger days 
when appointed to the professorship of the In- 
stitutes of Medicine in MeGill University, 
where, with the assistance of his colleagues, 
he revivified nearly sixty years ago the 
Medical Journal of Lower Canada. Look- 
ing over the early volumes of that journal 
we find page after page filled with reports of 
vases carefully studied in the medical and 
surgical wards of the Montreal General 


Lditorial 


THE HistoricAL EXHIBIT AT THE MONTREAL 
MEETING 


There will be an opportunity at the annual 
meeting in Montreal this month, to see a col- 
lection of historical material which is unlikely 
to be brought together again for a long time. 
These exhibits should arouse the deep interest 
of all medical men. They tell of the earliest 
beginnings of medicine in Canada, and vividly 
remind us, as can only the actual possessions 
and writings of the people themselves, of their 
struggles and problems. It need hardly be 
added that from the point of view of the book 
collector and antiquarian the exhibits include 
rare and invaluable things. 

A catalogue is being prepared in booklet form 
which will tell something of the story which they 
help to keep fresh, and a few of the exhibits 
may be mentioned here. At the Hétel-Dieu, for 
example (the second oldest hospital in America), 
the manuscripts include a diary by Sister Morin 
in which can be read accounts of the horrors 
surrounding the little band of Sisters, and in 
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Hospital and written up by students under 
his directions and stimulus. The value*of 
this work was recognized in many of the 
medical schools of America. The work itself 
not only was of great value to his young 
students at the commencement of their pro- 
fessional career but was of interest and profit 
to the readers of the journal so long as it 
was carried on. The importance of reporting 
clinical work insisted upon by Osler in his 
early days was kept well to the front through- 
out his whole career. More than half of the 
contributions to the Bulletin of the Johns 
Hopkins Hospital in its early days was made 
by house officers and students, and it is 
interesting to note how many of the better 
class of textbooks of today are the work of 
men who began making notes under Osler’s 
supervision. With such an example of the 
value of careful case reporting and training 
in literary expression before us, the opportu- 
nity is taken to appeal to the younger pro- 
fessional men of Toronto to report their 
hospital experience and by so doing interest 
and stimulate their fellow members in the 
Academy, while at the same time they 
enrich their own minds in the effort. 


Comments 


which it becomes apparent that their unbending 
fortitude covered many moments of pitiable 
terror. The charter of the hospital, signed by 
Louis XIV, will also be shown, together with 
letters and signatures of such famous personages 
as Maisonneuve (Paul de Chomedy, the first 
governor of Montreal, 1662), Lord Amherst, ete. 

One quaint exhibit is that of a little wax 
figure, dressed in the habit of the Order of 
Sisters who founded the Hétel-Dieu. The Sisters 
to-day are dressed exactly according to this 
model, even to the details of scissors and key 
hanging at their waist; the key opens the main 
door of the cloister. The original ointment pots 
and vases for drugs may be seen carefully pre- 
served in the dispensary, together with a bronze 
mortar brought to Canada by Jeanne Mance in 
1642. 

These are a very few of the exhibits which 
are carefully preserved at the Hétel-Dieu, and 
it should be realized that they are not shown 
except on important occasions. 

There will also be two separate exhibitions, 
one at the St. Sulpice Library, and the other 













at the Medical Building of McGill University. 
Here rare books and manuscripts will form most 
of the material. The generosity of archivists 
and private owners will permit of the exhibition 
of original accounts of such diseases as the 
mysterious Mal de la Baie St. Paul (to give it 
only one of its many names), of scurvy amongst 
the first voyagers, and of small-pox amongst the 
Indians. The copy of the pamphlet sent by 
Jenner to the Chief of the Five Nations will be 
shown. Signatures of Sarrazin can be examined, 
and of Timothée Sylvain, and a letter from 
Gaultier, along with which will be specimens of 
Sarracenia purpurea and of the Gaultheria pro- 
cumbens. How many know that the penetrating 
**Ol. Gaultherii’’, whose aroma is so indissolubly 
associated with the crippling agony of rheumatic 
fever, bears the name ot a Canadian physician. 

It is hoped that this notice will give some idea 
of the work which is being engaged in by the 
Section of Historical Medicine. H.E.M. 


THE CHEMIST AIDS THE SURGEON 


A recent editorial in The Modern Hospital* 
shows how constantly efforts are being made to 
perfect anesthetic drugs. It is well recognized 
that amongst the many factors which tend to 
produce pulmonary complications after opera- 
tion that of irritant substances in the anesthetic 
itself is by no means the least important. Even 
the purest ether irritates the respiratory pas- 
sages to some extent, but this unavoidable effect 
may be considerably increased by impurities in 
the drug. Chief amongst these are such oxida- 
tion products as the peroxides, acetaldehydes 
and even organic acids. It is easy enough by 
modern methods to produce absolutely pure 
ether, or at any rate one with entirely insignifi- 
cant amounts of impurities, but the difficulty 
lies in preventing the oxidation products from 
being formed in the ether later on. The process 
by which these are formed is not clearly under- 
stood, but it is obviously the circumstances of 
storage to which attention must be paid, and in 
particular (as it now appears) the type of con- 
tainer in which the drug is kept. 

It is well known that light and air must be 
excluded, and this requirement has been met by 
the use of metal or other opaque materials, but 
even so the impurities may develop. Chemical 
‘research has now suggested an additional safe- 
guard, for it has been shown by extended tests 
that the formation of the peroxides may be pre- 
vented if the container contains a definite area 
of copper which comes into contact with the 
ether. This, however, will not remove the im- 
purities once they are formed. 

This knowledge will greatly assist the hospital 


* The Modern Hospital, March 1929. 
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superintendent in providing the surgeon with a 
drug whose purity he cannot himself safeguard. 
Even with such precautions, however, hospital 
superintendents should be careful not to store 
ether for too iong a period, and above ali should 
make sure that no ether be used for anesthesia 
whose container has been opened for more than 
twenty-four hours. It is generally agreed that 
the passing of ether gas through water removes 
the impurities mentioned, but this procedure 
should not be substituted for efforts to secure 
the drug free of these harmful substances, not 
only at the time of manufacture but after vary- 
ing periods of storage. H.E.M. 


PROFESSOR CLEMENS FREIHERR VON PIRQUET 


Professor Clemens Freiherr von Pirquet died 
in Vienna on February 28th. By his death the 
University of Vienna has lost a distinguished 
professor and a rare personality, remarkable for 
his catholicity of interests and sympathy which 
knew no barriers of race, religion or nationality. 

He was born in 1874 of a noble family, and 
his carly education was originally destined to fit 


him for the Chureh. This plan however was 
abandoned. Later on he graduated in medicine 


at the University of Vienna and shortly after- 
wards became assistant to Professor Theodor 
Escherich, then director of the Vienna Kinder- 
klinik. His early scientific work was devoted 
chiefly to bacteriology and immunity and during 
this period he made important researches on 
serum sickness and on the immunological reac- 
tions following infection with tuberculosis. 
These studies led to the publication in 1907 of 
the skin test for the diagnosis of tuberculosis 
which bears his name. The analagous work on 
diphtheria carried out by his colleague and 
famous pupil Schick owed much to von Pirquet’s 
teaching and example. In 1908 von Pirquet 
aceepted an invitation to the Chair of Pediatries 
in Baltimore. Here he remained only for about 
eighteen months when he returned to Austria 
and accepted a position in Breslau. This he 
resigned in 1911 to become successor to his old 
chief Theodor Escherich, as Director of the 
Kinderklinik in Vienna. The magnificent Uni- 
versitat Kinderklinik was just completed when 
von Pirquet took up his new duties there. It 
would be hard to find an institution where re- 
search was combined so perfectly with care for 
the welfare and happiness of the sick children 
and with an affectionate consideration for the 
medical and nursing staff in every ward. It has 
been said that von Pirquet transformed the 
ward maids into nursing sisters, and many of 
the latter into scientific colleagues who enabled 
him to carry on a most important series of 
investigations upon human nutrition. His re- 
searches upon the nutritive requirements of the 
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child at different ages and under differing con- 
ditions of sickness and health were applied 
conscientiously to the nutrition of every small 
patient. He succeeded in making his kitchen an 
instrument of scientific precision and his some- 
what complicated Nem system most successful 
in its results. His death will be deeply mourned 
by a large circle of English and American col- 
leagues and numerous foreign students will long 
remember the hospitality enjoyed in his Kinder- 
klinik. Professor Pirquet was a fine linguist 
and spoke English perfectly and idiomatically, 
and in spite of his suecess and enviable position 
he remained very simple in spirit and ever 
courteous in manner. A.D.B. 


THE Nova Scotia MEpicAL BULLETIN 
Some interesting details regarding early ef- 
forts in medical journalism are given in the 


April number of the Nova Scotia Medical Bul- 
lelin. It is shown that in the early years of the 


Medical Society of Nova Scotia, the idea was 
constantly in the minds of its founders that there 
should be some form of medical publication. Ap- 
parently, however, it was felt at first that a 
medical journal as such was not practicable. 
The plan adopted therefore was that of using 
the columns of the local newspapers for the pub- 


lication of medical papers prepared by members 
of the Medical Society. 

Several such papers were published, the details 
of which may be gathered from Dr. Walker’s 
article in the Bulletin for April, 1929. Fre- 
quently it happened that these medical contri- 
butions appeared next to columns devoted to the 
exploitation of quack medicines, to which some 
of the papers were accustomed to give a great 
deal of space. Perhaps it was the counteracting 
of this that served as an additional stimulus to 
this form of early medical journalism. 4H-E.M. 


Royat COLLEGE OF SURGEONS OF ENGLAND 


Arrangements having been completed for the 
holding of the Primary Examination in Canada, 
and the date (April 13th) having elapsed for 
receiving of applications it is interesting to 
note with what success this innovation has been 
launched. 

Thirty candidates have filed app!ications and 
credentials, which have been forwarded to 
London for endorsation. Twenty-seven of the 
candidates are from Canadian universities and 
three from universities in the United States. 

The Examiners appointed by the Royal Col- 
lege are :-— 

In Anatomy: Professor Wm. Wright, D.Sc., 
F.R.C.S. (London Hospital) ; Professor LeGros 
Clark, F.R.C.S. (St. Thomas’ Hospital). 
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In Physiology: Professor C. Lovatt Evans, 
F.R.S. (University College); Professor John 
Mellanby, M.D., (St. Thomas’ Hospital). 

One Assessor in each subject has been 
nominated by the Executive of the Canadian 
Medical Association, but these appointments 
have not as yet been confirmed by the College. 

The Examination will be held in Toronto on 
August 6th et seq. 

A.T.B 


In a recent issue of the Journal of the Ameri- 
can Medical Association, the numbers of foreign- 
born graduates in medicine who have entered 
the United States and applied for a licence to 
practise during the past ten years is stated to 
be 4,810. Of these 1,885 came from Canada. 
Although exact figures are not at the moment 
available, it is estimated that during the past 
twelve years Canada has graduated between five 
and six thousand physicians, and of these ap- 
parently 33 per cent have applied for an Ameri- 
can licence. The percentage of failures from 
Canada is stated to be during the above period 
11.1 per cent, as compared with an average per- 
centage of 41.3 from other foreign countries, and 
may be regarded as fairly indicative of the high 
standard maintained by our schools. 

Assuming that it costs the university about 
$4,000 in excess of his fees to educate a physi- 
cian from the time of his matriculation until he 
graduates, this loss of educated physicians is a 
serious one for Canada, and if we can afford the 
loss of so many of our graduates, it might be 
well to re-consider the problem of medical educa- 
tion from the point of national needs and na- 
tional cost. A.D.B. 


AN Act oF HEROISM 


In one of our previous numbers we called at- 
tention to an act of heroism performed by Dr. 
E. D. Brown at Sand Point, Lake Nipigon.* 

In this issue we desire to record another act 
of heroism reflecting fresh honour on the Can- 
adian profession. At Ile a la Crosse, an old 
Hudson’s Bay Company’s Post, in the extreme 
north of the Province of Saskatchewan, the Can- 
adian Government maintains a hospital of which 
Dr. Gregory Amyot is the head. This young 
physician, who had already won honour in the 
Great War, went unhesitatingly on a sudden eall 
to the rescue of Flying Officer A. F. McDonald, 
who had been very seriously injured in an aero- 
plane accident, and was lying at a small post 
75 miles distant. The night was very stormy, 
but with an assistant he crossed two of the most 
treacherous lakes in the north in a light canoe, 


* Canad. M. Ass. J. 17: 247, 1927. 
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driving the boat through the heavy seas, while 
his companion kept baling out the water that 
came over its sides, and reached the injured man 
after thirteen hours of most dangerous travel- 
ling. In a letter written by L. F. Stevenson, 
squadron leader commanding the Winnipeg Air 
Station, it is stated that in spite of high winds 
and heavy seas Dr. Amyot pushed his way in 
the darkness, although several times he had to 
take to paddles when it was impossible to use 
his engine. Dr. Amyot at once on arrival at- 
tended to the injured man who had been severely 
burned by the gasoline and his right ankle and 
three of his ribs broken, his teeth knocked out 
and his lips and back badly eut. For four days 
he nursed, fed, and dressed the wounds of 
Aviator McDonald and by doing so saved his 
life. Dr. Gregory Amyot is the son of Dr. John 
Amyot, Deputy Minister of Public Health at 
Ottawa. A.D.B. 


THE CLEVELAND CLinic Hospital DISASTER 


The sincere sympathy of the Canadian profes- 
sion goes out to Dr. Crile and his associates at 
the Cleveland Clinie in the disaster which has 


THE MACKENZIE MACKINNON RESEARCH FUND.— 
The late Sir George Sutherland Mackenzie directed in 
his will that £30,000 should be paid to the Royal College 
of Physicians of London and the Royal College of 
Surgeons of England to form a fund for the promotion 
The immediate object 
of the bequest was to assist students of high intellectual 
promise by rendering them independent of ordinary pro- 
The fund 
he desired ‘‘to be named after and in grateful remem- 
brance of my best friend, the late Sir William Mackinnon, 
Baronet of Balinakill and Loup, to whose unvarying 
kindness and influence upon me in my youth is due the 
means and inclination that prompts me to provide this 
It was further his hope that others might 
from time to time add to the fund ‘‘ feeling like myself 
that should the conditions be fulfilled the steady co- 
operation of trained workers may ensure the settlement 
of questions admitting of doubt and thus prepare the 


of scientific medical investigation. 


fessional income whilst carrying out research. 


endowment. ’’ 


way for the great discoverer who may be destined to 
throw the light of genius upon problems which their 
predecessors failed to solve. The annual income from 
the bequest is at present £1278 and a joint committee 
of the two Colleges has recommended that it shall be 


9? 


used for the foundation of Mackenzie Mackinnon Fel- 
lowships, of which not more than two will be granted 
annually. Candidates must be nominated for election 
by a medical school; they will be eligible for re-election, 


but their tenure of Fellowships will not extend for more 
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befallen them. Since the inauguration of the 
clinic and for many years before, when Dr. 
Crile was in charge of surgery in Lakeside Hos- 
pital, Canadians have visited the Clinic in large 
numbers and were always assured of a hearty 
welcome. The mystery surrounding the origin 
of the fire, and the subsequent explosion and the 
appalling casualty list, together with the ap- 
parent helplessness of the staff in saving the 
lives of those exposed to the fumes, add to the 
horror of the tragedy. The profession will 
watch with interest the proceedings of the in- 
vestigation which, under Dr. Crile’s direction, 
will, we are sure, be a most searching one. The 
lesson to be learned from this dreadful disaster 
should be seriously considered by every hospital 
and x-ray institution in which storage of film or 
records is a most essential custom. 


A. T. BaZzIn 


As we go to press we learn with regret of the 
death of Dr. A. Mackenzie Forbes, Clinical 
Professor of Orthopedic Surgery, McGill Uni- 
versity; Head Surgeon, Children’s Memorial 
Hospital, Montreal. <A full notice will appear 
in next issue. 


than three years except by special resolution of the 
Colleges. 


MUNIFICENT GIFT FOR CHILD WELFARE.—Senator 
James Couzens announces a gift of $10,000,000 as a 
trust fund, to be known as the Fund of 
Michigan. In-spite of its name the fund is not to be 
limited to work in Michigan alone, the powers vested in 
the trustees enabling them to take research work into 
any part of the world. 


Children’s 


Dr. Hugo Freund, who besides 
being a trustee is also the Senator’s personal physician, 
is reported to have said: ‘‘It is too early to state all 
the lines of activity contemplated. Mental hygiene and 
child guidance clinics will be encouraged; vocational 
and educational problems will receive attention; plans 
for properly supervised group recreation will be assisted; 
dietetic, hygienic, nutritional, and other subjects bearing 
upon the health of children will be investigated when- 
ever and wherever the indication for their study arises.’’ 
The fund, including principal and interest, is to be dis- 
The total 
amount that will thus be available is estimated at $17,- 
500,000. It is reported that a New York millionaire is 
also anxious to dispose of $10,000,000, but is unable to 
find a method that will help people in need, since every 
method that he has yet heard of is against natural law 
and in the end hinders more than it helps. In his 
perplexity he seems to have offered a reward of $1,000 
to the person who solves his difficulty—American Cor- 
respondent of the Lancet, May 11, 1929. 


bursed in its entirety in the next 20 years. 
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Special 
THOUGHTS ON MATERNAL MORTALITY 


BEING AN ABSTRACT OF PAPERS AND Discus- 
sions WuicH Have APPEARED IN BRITISH 
JOURNALS DurRING THE Past YEAR 


By A. D. Buackaprr, M.D., LL.D. 
Montreal 


An important problem, which has occupied 
the attention of the profession both in Great 
Britain and in America during the past few years, 
is the high mortality rate attendant on childbirth, 
a rate which has altered very little during the 
past few decades, although in so many other 
diseases the rate has fallen greatly. During the 
past vear in Great Britain several notable con- 
ferences on tris subject and interesting and 
thoughtful papers have appeared in the British 
Medical Journal, which indicate the trend of 
medical thought in that country, and an ab- 
stract of them may be of interest to our readers 
at the present time. 

At the National Conference on Maternity and 
Infant Welfare, which took place at the London 
Guildhall last July under the presidency of Sir 
George Newman, childbirth was ranked as the 
third killing condition among women of child- 
bearing age, and was stated to be only exceeded 
by heart disease and tuberculosis. Mr Eardley 
Holland’, obstetric surgeon to the London Hos- 
pital, referred to the high rate as a disgrace to 
the British profession. In five European coun- 
tries, namely, Holland, Denmark, Sweden, Nor- 
way and Italy, the mortality rate was only half 
that of Great Britain, ranging from 2.3 to 2.8 
per thousand, as compared with the British 
figure between 4 and 6 per thousand, the Canadian 
rate of 5 and over, and the American rate of 6 
and in many localities far higher. Referring to 
Sweden from which country he had recently 
returned he said that no woman, not even the 
highest in the land, was attended by a medical 
practitioner unless there were complications. 
Owing to the low mortality rate and freedom 
from serious trouble, childbirth was regarded all 
through Scandinavia without fear as a perfectly 
natural function. 

Dr. Beckwith Whitehouse’, of Birmingham 
University, stated he regarded as among the 
essential factors in the attainment of a low 
mortality rate that a well trained nurse-midwife 
should be regarded as the most suitable attendant 
for all normal obstetric cases, that a careful 
antenatal examination should be made by experi- 
enced obstetricians in the case of every expectant 
mother, and that antenatal centres should be set 
up in hospitals where practitioners could attend 
and see their patients among the poorer classes 
and any others submitted to them by midwives. 


Hrticles 


At these centres sterilized outfits should be pro- 
vided at the public cost. 

This view of obstetric work has received a 
great deal of commendation from many British 
obstetricians. The infinite patience shown and 
the splendid work accomplished by midwives 
during their attendance on confinements was 
commented on at a meeting of the Central Mid- 
wives Board’ by several of the attending physi- 
cians. In the addresses it was stated that local 
authorities should realize their responsibilities as 
regards the antenatal examination and postnatal 
care of expectant mothers among the poorer 
classes of the community. The same care and 
treatment should be given to the poor as to the 
well-to-do. Antenatal work is difficult and an 
experienced practitioner should invariably make 
the prenatal examination. Midwives should not 
be expected to diagnose disease, but should 
report on any important abnormality. Dr. Fair- 
bairn‘, who was in the chair, stated that co-opera- 
tion between the midwife and the physician 
should be regarded as the ideal method among 
the poorer classes. The midwife should take 
charge of normal labour with a doctor available 
for emergencies. If after the prenatal examina- 
tion the doctor was retained by the patient it 
should be for some threatening danger. Dr. 
Willett’ stated that as the result of the National 
Insurance Act the work of the physician was 
changing. Doctors were giving up midwifery, as 
the work demanded long hours and was well 
taken care of by midwives. As Dr. Buist® of 
Dundee stated at the annual meeting in Cardiff, 
the work of midwifery consisted of two parts, 
watching the patient and directing the case. 
The former was the work of the midwife, the 
latter of the medical practitioner. These two 
parts should be co-ordinated. General prac- 
titioners felt that the demand that they should 
sit and watch a midwifery case was opposed to 
the smooth running of their practice. The 
watching should be done under conditions satis- 
factory to the director. It was not necessary to 
put expensively trained persons to do cheap 
work, requiring much patience. 

Professor James Young’, of the Edinburgh 
Royal Maternity, in an address before the 
Edinburgh Obstetrical Society, May 9, 1928, dis- 
cussed the various causes of puerperal sepsis, and 
stated that he considered autogenous infection to 
play a very minor part. While some examples of 
such infection might be cited, due to an associated 
attack of erysipelas or scarlet fever, the statistics 
of every institution would indicate that it can very 
seldom be a primary cause. The extern practice 
of the Edinburgh Maternity Hospital shows a con- 
secutive series of 5,000 spontaneous births with 
only 2 deaths from sepsis; the East End Maternity 
Hospital of London has a record of 47,503 
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deliveries in an unselected practice among the 
poorer classes with only 5 deaths from sepsis; 
the practice of midwives at the Queen Victoria 
Jubilee Institute during 1927 shows consecutively 
53,502 deliveries with only 6 deaths from sepsis. 
This includes normal and abnormal cases. To 
the production of this figure all causes have 
contributed. Such data speak strongly against 
autogenous infection playing a part in maternal 
sepsis in any community. 

Contagion and trauma certainly play an im- 
portant part in the etiology of puerperal sepsis, 
and the well established risks of contact infection 
in hospitals call for great care in the extension 
of the hospital system of service. It is to be 
noted however that in the past the ravages of 
puerperal contagion were chiefly due to a lack 
of knowledge of antiseptic procedures. Patients 
were examined freely and the records of pre- 
Listerian times indicate that contagion was an 
important cause while trauma as a factor oper- 
ated comparatively rarely. Owing to the teach- 
ing of that time, child-bearing was regarded as a 
physiological process which should be left to 
Nature; instruments at that period were a last 
resource. Simpson used forceps only once in 472 
eases. As a result of this teaching the statistics 
of that period compare favourably with those of 
the present day. Faced by this indisputable evi- 
dence of what may be accomplished without for- 
ceps, many regard the trauma associated with their 
use as the chief cause of puerperal sepsis. It is 
possible, however, that this view pays too little 
regard to the probable existence of a greater 
amount of skeletal deformity due to rickets in the 
mothers of the present day, a possibility arising 
from the increased number of children with 
rachitic defects who now survive to adult life. 
Nevertheless with the statistics shown, both in the 
East end Maternity Hospital in London and the 
Queen Victoria Jubilee Institute where the obstet- 
ric practice is conducted chiefly by midwives 
under the direction however of a medical staff, it 
is not easy to conceive any reason why this low 
rate of mortality should not be obtained by 
other communities and under other circumstances. 


In the discussion which took place at the annual 
representative meeting of the British Medical 
Association at Cardiff, Dr. James Young® moved 
to insert, as taking precedence over the other 
recommendations of the committee appointed to 
report on the present maternal mortality, ‘that 
such steps be taken as will ensure full and cordial 
co-operation between doctor and midwife.”’ His 
primary object, he said, was to direct attention 
to the inadequacy of the machinery under which 
maternity practice was carried out in a large 
section of the country. Where maternity prac- 
tice was based upon well organized collaboration 
between doctor and midwife the mortality rate 
was appreciably less than that which obtained 
in the community as a whole. A normal case 
was handed over to the midwife who gave her 


657 


time without sparing, while the doctor took 
charge of those cases in which any difficulty or 
danger might be anticipated. 


Cd <i anmerrora 
Dr. Dain’ of Birmingham also urged his con- 
viction that the essential conditions in midwifery 
were efficient antenatal examination, proper 
classification of cases when examined, and 
proper co-operation between doctors and mid- 
wives, as to which cases should be attended at 
home, whether by a midwife alone or by a mid- 
wife and doctor, and which cases for the safety of 
the mother should be sent to a hospital. 


The co-operation between physicians and 
trained nurses and midwives recommended and 
urged in these discussions has received fresh 
emphasis by a report published on the maternal 
mortality in Aberdeen by H. M. Stationery Office.” 


Since 1917 every puerperal death occurring in 
Aberdeen has been notified to the local authorities 
and investigated. In this way there has been 
collected in the past decade a statistical report 
of conditions existing in the 252 deaths which 
took place in 37,984 confinements. No definite 
relations between environmental conditions and 
the puerperal mortality were revealed by the 
enquiry, and no new light was thrown on the 
influence of personal factors such as age, occupa- 
tion or habits of the mother, illegitimacy or 
syphilis. The hemolytic streptococcus was in- 
criminated as the most important bacterial 
cause of the sepsis which followed the confine- 
ment, but on theoretical grounds little encourage- 
ment was given to the hope that any general 
scheme of prophylactic immunization would be 
feasible at present. Statistical evidence was 
presented of the value of antenatal services. The 
comparative maternal death rates which occurred 
in the practices of doctor, midwife and institution 
are interesting. The death rate per 1,000 
maternity cases delivered by midwives was 2.8, 
by doctors 6.9, and in institutions 14.9. The 
last figure which includes only cases untouched 
before admission is surprisingly high, and is 
attributed to contagion, that term being used to 
embrace all thie channels by which streptococcal 
infection is spread. It is suggested that carriers 
may spray streptococci on to sterilized hands or 
instruments and these in turn infect the maternal 
passages. A suggestive fact is that there were no 
deaths among the 445 midwife cases in which 
forceps were used by the doctors called in to 
assist. The view is expressed that the higher 
puerperal death rate in the practice of doctors is 
not necessarily due to trauma caused by instru- 
mental interference, but is more likely to be due 
to contagion spread by carriers; and doctors 
were considered to be more liable to become 
streptococcal carriers than midwives. 


The above abstracts will, we are sure, prove of 
interest to the profession in Canada. We are 
hopeful very shortly to present a paper on their 
application to Canadian practice, by one or two 
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of our obstetrical specialists in Eastern and 
Western sections of our Dominion. 
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ON VACCINE THERAPY IN PNEUMONIA* 


A very interesting address, discussing the 
immunology and possible vaccine therapy of 
pneumonia, given by Prof. Hans Zinsser of the 
Harvard Medical School, appears in the New 
England Journal of Medicine of April 25th. 
Prof. Zinsser began his remarks by stating that 
early studies on the specific therapy of pneumonia 
were all unsatisfactory until Neufeld’ in 1910 
described the existence of several distinct sero- 
logical types of the pneumococcus and advocated 
the intravenous administration of highly potent 
type-specific sera injected early in the disease. 
The principles then set forth by him in 1912 
represent the essentially unchanged point of 
view of those who are using pneumococcus serum 
at the present day. Cole* and his associates in 
their monograph of 1917 expressed the following 
conclusions arrived at after their use of the 
sera; they considered that the serum properly 
employed is essentially safe; that for the present 
the only type of pneumonia in which the treat- 
ment by serum is definitely effective is type 1, 
and that to be of service the serum must be 
given early and should be used in considerable 
and repeated doses. The statements made by 
these investigators have been confirmed by 
many others. Locke* particularly emphasized 
the importance of beginning serum treatment 
during the first three days and limited his optim- 
ism regarding it to cases diagnosed at this early 
stage, a stage unfortunately passed by a large 
proportion of patients before a diagnosis of the 
special type can be made. 

Efforts at the improvement of the serum during 
the last few years have been largely concentrated 
on methods for increasing the potency of the 
several types. This was attempted by Huntoon,‘ 
and later by Felton,’ but neither of their newer 
methods of preparation modified in any way the 
principles involved, and the record of the death 
rate under the employment of their sera indicated 
only very slight improvement over the results of 
the serum of Cole and his associates. While 
there is no desire to discourage in any way 


*Abstract of an Address by Prof. Hans Zinsser ap- 
ae Ng New England J. of Medicine 200: 853, April 
Dy 29. 
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the use of these preparations in the early treat- 
ment of pneumonia, Zinsser believes it fair to 
assert that serum therapy in any of these forms 
seems to have reached the limit of its usefulness. 
It is plain, that, as pointed out by Cole the pneu- 
mococcus serum in experiments on rabbits. acts 
powerfully and promptly upon organisms that 
are free in the blood stream. Nevertheless, the 
rabbit eventually dies, if once the disease has 
gone on to consolidation, however large an amount 
of sérum one may inject. Investigators are 
confronted here with a curious contradiction in 
the fact that serum antibodies have an unques- 
tionably powerful effect upon the organisms 
which cause the disease and do remove them 
from the circulation, but apparently have little 
influence upon them in their pulmonary foci, and 
it may be questioned whether the administration 
of still greater amounts in the form of a concen- 
trated antibody solution will alter the result. 
The only explanation of this is that the intra- 
vascularly administered antibodies do not reach 
the organisms in the lung in adequate amounts 
except the injection is given before the third 
day; in other words before the pulmonary con- 
solidations have become firmly established. 

Some light is thrown on the problem by the 
study by pathologists of the vascular conditions 
existing in the consolidated lung. Among others, 
Kline and Winternitz® in 1915 studied the results 
of the injection of the lung through the pulmonary 
artery within a few hours after death, and found 
that the infected mass of lung remained pale and 
grey while the non-consolidated area was coloured 
by the penetrating injection material. They 
state that fibrin plugs are formed in the capil- 
laries early in the attack; and their distribution 
is relatively uniform throughout the lobe, so 
that their interference with the circulation is 
the chief cause of the pallor of the lung in grey 
hepatization. This interference with the circu- 
lation in the pneumonic lung is without doubt 
responsible for the restricted action of the serum 
in this disease. They add that it is not easy to 
understand why under the conditions observed 
necrosis of the pulmonary tissue does not more 
frequently occur. 

It would seem, therefore, that the effect of 
passive serum therapy must necessarily be 
limited by this condition, and that recognizing 
these definite limitations we should turn our 
immunological efforts in other directions. One 
of these is the hope that a true exotoxin may be 
evolved, and that an effort should be made to 
produce sera with an anti-toxic element which 
might help the flagging powers of the patient in 
overcoming his pneumococcus infection. 

Furthermore, the developments of the last two 
years have revealed certain immunological con- 
ditions in pneumococcus infection which may be 
considered as furnishing a rational basis for the 
use of specific vaccines in pneumonia. Five or 
six years ago it would have been believed that 
such endeavours were theoretically unsound on 
the time-honoured principle that the acutely 
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infected patient was getting an adequate amount 
of active immunization from the bacteria present 
in the lesion. A thorough reinvestigation of the 
pheumococcus infection has persuaded Prof. 
Zinsser that there may be peculiar circumstances 
present in this disease which afford a rational 
basis for the use of a specific vaccine. One of 
his associates, Dr. Goodner,’ has during the past 
year made a detailed study of pneumococcus 
immunity in rabbits, and found it possible by 
means of virulent pneumococci to induce a lesion 
with close pathological and clinical analogies to 
human pneumonia. This permitted a study of 
the effect of vaccines on the course of an induced 
attack. It was found that as in lobar pneu- 
monia in the human, recovery in animals was 
accompanied by the appearance of antibodies in 
the blood stream just before, during, or after the 
crisis. In rabbits-a single injection of a type 1 
pheumococcus vaccine was invariably followed 
by the appearance of antibodies on or about the 
fifth day after the vaccine injection. When 
rabbits were infected intracutaneously with an 
ordinary fatal dose of pneumococci five days 
after the vaccine infection, they developed no 
disease either locally or systemically. When 
they were so infected three days after the vaccine 
injection, they ran a typical course for one day, 
and the following day recovery took place by 
crisis. If infected two days after the vaccine 
injection, they ran a course of three days followed 
by crisis. If the vaccines were given after the 
infection the course of the disease was not 
materially affected. This point seemed dis- 
couraging. On the other hand it must be remem- 
bered that in rabbits the susceptibility to the 
pneumococcus is relatively far higher than that 
of man, and that death follows in six or seven 
days, whereas in man the course is apt to be 
considerably longer. Prof. Zinsser hopes that 
there is a fair chance that-the early administration 
of vaccines in a human case may lead to the 
reaction which expresses itself in immunity at a 
period early enough to throw the balance in 
favour of the patient. In man in whom the 
resistance to pneumonia is fairly high, and in 
whom the development of pneumonia depends 
as much upon a physiological depression of the 
resistance of the individual as upon the entrance 
of the organism, we have a longer period of 
illness to work with, and the possibility that by 
vaccination we may increase the immunizing 
stimulus which is diminished in the untreated 
case by the extensive autolysis of pneumococci so 
as to favour the patient’s recovery. Only ex- 
tensive clinical tests can answer this question, 
since it is quite impossible to reproduce exactly 
in any animal the conditions prevailing in human 


pneumonia. 
A. D. BLACKADER 
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THE PRE-SCHOOL CHILD 
By Harris McPuepran, M.B. 


Toronto 


Until comparatively recent times, the know- 
ledge of disease increased very slowly. During 
the past fifty years, however, especially during 
the past twenty-five years, progress in the 
knowledge of disease its diagnosis and treatment, 
has gone ahead by leaps and bounds, until 
to-day, in many places in all civilized countries 
of the world, thousands of workers are engaged in 
research into the causes, the manifestations and 
the cure of disease. These investigations have 
led workers into another path hitherto largely 
neglected, 7.e., the prevention of disease. This 
work was in the early stages confined to the pre- 
vention of epidemics or of endemic diseases, e.9., 
cholera, bubonic plague, malaria, typhoid, ete. 
In very recent years attention has begun to be 
centred on prevention of disease in the individual 
and this phase of the study of medicine is being 
more and more stressed, and justly so, as will be 
seen presently. 

The pediatricians and obstetricians have led 
the way and now health organizations of all kinds 
are emphasizing the necessity of continuing this 
work. At present good care is being given to 
the infant, especially in the larger centres. 
Mothers are being educated to the necessity of 
keeping their babies well, or, at least, having 
the earliest manifestations of disease recognized, 
and to that end are urged to return periodically 
to have their babes examined, height and weight 
taken and the diet altered to suit the growing 
infant. But here the good work seems to have 
come to a stop and very little is done for the child 
up to school age in either city or country districts. 
At school age, in the large centres only, an over- 
hauling of the child is undertaken as he enters 
school and thereafter periodically while he is at 
the public school. The work is again dropped 
and, thereafter, throughout adolescence and adult 
life, only desultory effort is made, except by a few 
insurance companies or health institutes, to keep 
in touch with the individual in regard to his 
physical welfare. Physicians and lay people as 
groups are at present standing aloof, one from the 
other, and as long as they do so, much harm will 
accrue to both,—to the physician because he 
will miss the opportunity of studying the changes 
that take place in the normal adolescent and adult 
from time to time and of detecting disease in its 
early stage; to the lay person, in that disease will 
so often have made marked advance before he 
becomes alarmed and consults his physician, 
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only to learn so frequently that his disease is in- 
curable. 

To break this vicious circle is the aim of organi- 
zations interested in preventive medicine,—in this 
city the Child Welfare Council, the Social Hygiene 
Council, the Home and School Council and the 
Board of Health. A beginning must be made, 
and it should be made with the pre-school child; 
the effort so well put forth with the infant should 
never be discontinued and, year after year, first 
the infant, next the child, then the adolescent, 
and later the adult, should come before the family 
physician, so that from the cradle to the grave 
the physical condition of the individual would 
be under supervision. This is a matter of educa- 
tion, and at present most effort is being concen- 
trated on the pre-school child, so that when this 
young citizen comes to school for the first time, 
he will come as nearly fit physically as possible 
and not have to lose time at the outset of the 
school eareer for vaccination, toxoid inoculation, 
tonsillectomy, ete. Up to the present, these 
children have | e2n neglected as a group, and at 
this stage it mi ht be well to dwell at some length 
on the causes of this neglect, the consequent 
disabilities, their prevention and their treatment. 


THE CAUSES 


The advent of a new baby takes up the time 
and energy of the mother with the result that the 
unthroned monarch is considered well-treated if 
he is clothed and fed. He just grows, comes and 
goes at will, chooses his own associates and games, 
and from them often acquires inhibitions and 
fears which persist through life. Knowing in- 
stinctively that the baby requires lots of time and 
that mother is tired, busy and perhaps irritable, 
he puts up with aches and pains and not until he 
is really ill does he receive attention. The fond 
but busy parents are anxious to avoid expense, 
and only too often irreparable damage is done 
while they seek to allay a lurking fear with a bold 
“He'll be all right,” or ‘He'll grow out of it.” 
But he does not ‘grow out of it,” as is shown in 
the statement that on the average one-third of 
the children entering school have some abnormal 
condition or defect in their physical make-up. 
The majority of these defects, it is said, develop 
during the pre-school period and most of them 
can be corrected, but they should never be allowed 
to drift along until the school days begin before 
any effort is made to detect them. 


TuHeE DISABILITIES 


Five thousand,* five hundred and seventy-five 
defects were found among the children in Toronto 


in the junior grade in the year 1927. These were 
undoubtedly present when they entered school 
and were as follows:— 


(a) Diseased tonsils in 2,168 children; 

(b) Defective nasal breathing in 1,211, in most cases 
due to adenoids; 

(c) Malnutrition in 537; 


* Can. Pub. Health J., Jan., 1929. 
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(d) Defective vision in 600; 

(e) Defective hearing in 194; 

(f) Heart disease of some type in 148; 
(g) Ansmic appearance in 172; 
(h) Enlarged glands in 162; 

(i) Orthopedic defects in 67; 
(j) Pulmonary symptoms in 44; 
(k) Nervous symptoms in 81; 
(l) Enlarged thyroid in 123; 
(m) Dental defects in 5; 

(n) Digestive disturbance in 10; 
(0) Skin trouble in 17; 

(p) Other defects in 22; 

(q) Mental retardation in 12. 


This is an alarming situation and the question 
at once arises—how is one to know if the child 
does not complain? Unless one is trained to 
recognize disease and, particularly, the early signs 
of defects and disease, there is only one way to 
learn, and that is to have the child examined 
every six months at least. by the family physician. 
Not only should this practice be adopted by the 
parents in regard to their children, but should 
be carried into effect, at longer intervals, perhaps, 
in regard to themselves. They owe it to their 
family to keep and remain in good bodily health, 
an obligation almost completely neglected even 
in these days of science. Only by this practice 
can such a serious disability as rheumatic disease 
of the heart be detected. So frequently this 
disease starts as a very minor illness—sore throat, 
growing pains only to progress slowly but steadily, 
so that these citizens do not usually live beyond 
the age of forty and frequently die much earlier. 
Had these patients been constantiy under medical 
supervision, much could have been done by 
regulation of the mode of life, even after damage 
to the heart had been done. Of greater import- 
ance, however, would have been the probable 
prevention of this dread insidious illness by the 
removal of diseased tonsils, diseased adenoids, 
diseased teeth, etc. 

Moreover, because a child has a good appetite 
is no valid reason for allowing him to eat 
whatever he chooses. The infant needs the diet 
regulated, the adult needs it varied, and the child 
likewise needs it controlled for two reasons:— 

(1) That he may early learn the importance of 
regulating the diet; 

(2) That he, living in the midst of too much 
candy, cake and comfort, may not come to school 
undernourished. 

Defective hearing and vision likewise constitute 
a grave handicap in school and, on the streets of 
a large city, may prove the undoing of the one 
thus affected; so do not let us overlook the slightly 
discharging ear or the trivial squint. 

Not every child needs to have the tonsils re- 
moved, but these structures, when diseased, 
constitute a grave menace, as previously noted. 
So one should take heed of repeated sore throats, 
swollen cervical glands, joint pains, ear-aches. If 
these symptoms and signs, individually or col- 
lectively, or in some combination, are found, the 
tonsils should be carefully examined, and, if 
condemned, should be removed. Likewise, 
mouth breathing should be watched, for it so often 
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indicates the presence of adenoids. and unless 
these are removed the child may exhibit a languor 
and stupidity which is as unnecessary as it is 
humiliating to the parents. Nowadays, in this 
country, teeth are being very carefully looked 
after, but there is room for improvement. One 
could wish, however, that parents were to-day as 
careful of the rest of the bodily mechanism of 
their children as they are of the teeth. Were it so, 
the amount of suffering that could be avoided is 
almost beyond the powers of imagination. 

Every pre-school child should be immunized 
against diphtheria and smallpox. Vaccination 
should be done in infancy, preferably during the 
first three months of life, and toxoid to protect 
against diphtheria should be given at all events 
before the child enters school. In this very 
simple way, so simple that it is neglected by the 
parents and physicians alike, these diseases should 
be all but eradicated and, if they did occur, 
would do so in a mild form. 

These are the days of preventive medicine. 
Many organizations besides the public health 
authorities are lending their efforts towards 
educating the public to the necessity of preventing 
disease. The Minister of Health and all those 


officers and organizations under his control have 
of necessity confined their attention mainly to 
the large problems connected with sanitation, 
housing, food, water supply, sewage disposal and 
contagious diseases in their efforts to prevent 


sickness and conserve health. In this way they 
touch the problem of the health of the individual 
and with what amazing results! But we must 
go further, and so we find such organizations as 
the Social Service Council, the National Council 
of Women, the Child Welfare Council and the 
Home and School Council concerning themselves 
with problems that affect, not the community 
as a whole directly, but the health of the in- 
dividual, and so the community indirectly. In 
various ways they are spreading the gospel of the 
need of the individual. As with all other good 
movements, progress is slow and we can only 
hope that what is taught to, and practised on, 
the pre-school child to-day will bear fruit in the 
young adult to-morrow, and so on to the middle- 
aged and eventually the aged. With the need 
before them and the advantages in mind in this 
day of the rapid dissemination of knowledge, we 
can look, perhaps, for earlier results, but these 
will be obtained only as we touch the life of the 
individual and, particularly, the young and 
anxious parents who are more likely to apply 
these doctrines not only to the babes but the pre- 
school child and also the older children. 

This newer conception of health and disease 
brings the family physician face to face with new 
problems. Time was and still is to a large extent, 
and unfortunately so, when he appeared as one 
concerned only with the alleviation of suffering 
and the cure of disease. Now, a new era is 
dawning and the physician of the future will be 
regarded chiefly as one called upon to prevent 
disability and disease. We are in the transition 


period. Parents hesitate to go to or take the 
children when apparently in good health to the 
family doctor for two main reasons:—(1) that 
they may be laughed at and told there is nothing 
wrong; (2) that this step may only bring increased 
burden on an already overburdened exchequer. 
Both these objections are fanciful, rather than 
real. For the first, the older physicians are 
responsible, but a new generation is coming on 
which is trained in the science of preventive 
medicine and they, at all events, will lend a 
sympathetic ear and give willing and ready ser- 
vice. Time will remedy this defect and it will 
not be long, for already the profession is well on 
the way to a thorough understanding and ap- 
preciation of the value of preventive measures for 
the individual as well as the community. 

The second reason is a real stumbling block. 
The layman fears additional expense and the 
physician is afraid to ask his patients to present 
themselves and their children for examination 
lest he ke accused—and he will be—of trying to 
“feather his own nest.”’ To the layman may it 
be said with assurance that the comparatively 
small outlay in periodical examination of all 
members of his family will pay him ten times 
over, as defects and disease can both be detected 
early and in most cases cured, and where that 
happy result cannot be obtained, the way of life 
at least may be made happier and easier. 


PATHOLOGY OF PYORRH@A 
ALVEOLARIS* 


Mr. Warwick James and Mr. A. Counsell have 
carried out in the Bland Sutton Institute of 
Pathology an investigation into the pathology of 
pyorrhcea alveolaris which adds considerabiy to 
our knowledge of this affection. The earliest 
changes occur in the subgingival epithelium of 
the gum, just below its junction with the peri- 
dontal membrane of the tooth, which thickens 
and sends out finger-like processes into the 
corium. As the condition advances the epi- 
thelium grows downwards along the cement of 
the root and becomes attached to the latter by 
means of a layer of keratinised material. This 
is in accordance with the findings of other ob- 
servers, notably H. Box and B. Gottlieb. Associ- 
ated with these proliferative changes there is 
desquamation of the superficial epithelium in 
the direction of the root, forming a pocket which 
tends to deepen and widen. The downgrowth 
of epithelium along the root of the tooth is, 
however, in advance of the destruction, so that 
ulceration does not occur. So far from the 
pocket being lined with granulation tissue, as 
has been frequently stated, it is always covered 
by epithelium which being of new formation 
differs from that normally lining the gingival 
trough. As may be seen in carefully prepared 
sections, tartar is deposited upon the keratinised 
epithelium adherent to the cement and fills the 
pocket. It would appear that the lesions usually 
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commence between the teeth and thence extend 
laterally. The circular ligament, which is the 
name given to the junction of the gum corium 
with the periodontal membrane, is destroyed but 
is reformed at a lower level concurrently with 
the extension of the lesions in the epithelium; 
its fibres, however, are less regularly arranged 
than in the normal state. In advanced cases the 
fibrous tissue may be replaced by a cellular in- 
filtration of the plasma type and much of the 
support of the tooth is lost. Definite changes 
appear in the blood-vessels, the walls-of the 
arteries being thickened and the veins dilated. 
The cytological changes are instructive. In the 
early stages of the disease there is an infiltration 
of lymphocytes into the subgingival epithelium 
which remains localized. In later stages plasma 
cells are present round the vessels; thence they 
extend in diffuse masses along the perivascular 
channels into the medullary cavities of the bone 
leading to the destruction of the latter tissue. 
In this way there is a direct path of infection from 
the gum margin to the interior of the bone—a 
point of some importance in its bearing on the 
problem of focal infection. There has been a 
tendency to assume that the open sepsis of 
pyorrheea which discharges its toxins into the 
mouth is relatively less serious than the closed 
type of apical infection in which the only escape 
of toxins is into the blood stream. It is doubtful 
if this distinction holds good, for while some of 
the toxins in pyorrhoea may pass into the mouth 
and be swallowed, yet there appears to be an 
abundant opportunity for infected matter to be 
absorbed into the blood stream by means of the 
vessels in the alveolar bone. Polymorphonuclear 
leucocytes are relatively uncommon; when present 


ACCIDENTS IN BATHING.—Is bathing harmful? That 
depends. It depends on the human factors involved and 
it also depends on the materials and apparatus employed 
asserts Guy Hinsdale. Like every other measure used 
benefit there is in it an 


unseen danger that may destroy in a moment all the 


for man’s connection with 
good that otherwise one might derive from a funda- 
mentally useful therapeutic measure. Baths given for 
medical purposes need much more supervision than baths 
for ordinary purposes, as the person bathing may be 
weaker or have some cardiac or cerebral disorder which 
the heated air of the bathroom or the confinement or 
heat of a blanket pack would accentuate. He has made 
the following classification of accidents occurring dur- 
ing hydrotherapy and bathing: (1) Falls on slippery 
places in the bathroom; falls on getting in or out of the 
tub or cabinet; (2) faintness or vertigo in getting in 
or out of the tub or cabinet; (3) epileptic convulsions; 
(4) syneope from heart disease; (5) apoplexy; (6) 
drowning in the tub; (7) scalding in the tub; (8) 
scalding in the douche; scalding in mistake for cold 
shower; (9) cabinet burn; (10) deaths in the Turkish 
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they would seem to be due to a pyogenic infection 
superimposed on the original lesion. In spite of 
the implication of the word pyorrhcea the presence 
of pus is uncommon. 

While it has usually been thought that the 
lesions in the periodontal membrane were of 
great importance, James and Counsell find that 
this structure is the last to be involved. They 
describe histological changes in the membrane 
which resemble those described by Box under 
the name of “‘rarefying pericementitis fibrosa.”’ 
The bony changes consist of a progressive mar- 
ginal absorption of the lacunar variety. Loss by 
halisteresis, as described by N. Znamensky, was 
not observed. Where the loss of bone has opened 
up the medullary cavities the bone-marrow 
undergoes changes and in due course becomes re- 
placed by fine fibrillar connective tissue and 
plasma cells. The chief points of interest which 
emerge from these investigations are that pyor- 
rheea is essentially a gingivitis in its early stage, 
which is characterized by epithelial proliferation 
along the root, leading to the formation of a 
pocket which is always lined with epithelium. 
There is a progressive destruction of bone accom- 
panied by fibrotic changes in the gum corium. 
The periodontal membrane is the last tissue to 
be attacked so that the disease is incorrectly 
termed a general periodontitis. The presence 
of pus is uncommon and when it exists is due to a 
An infiltration 


secondary pyogenic infection. 
with plasma cells is a constant feature and plays 
an important part in the spread of the disease. 
The various changes described are illustrated 
by a remarkable series of microphotographs which 
add much to the value of the papers.—T ke Lance’, 
1: 729, April 6, 1929. 


bath; (11) dangers of the continuous bath; (12) death 
from electrical shock while in the bath or bathroom; 
(13) death from escaping gas in the bathroom; (14) 
drowning in surf, rivers or lakes; (15) winter bathing 
in Northern water; cold plunges, and (16) misuse of 
accessories, such as the hot water bag. From a large 
number of published accounts the author has selected a 
few typical accidents to illustrate these points. He 
concludes that the one lesson to be derived from all this 
is that ‘‘eternal vigilance is the price of safety.’’—J. 
Am. M. Ass. 92: May 11, 1929. 


Sir RonaLp Ross—aA testimonial has been started 
to Sir Ronald Ross, and we understand that subscriptions 
will be invited immediately. The object is to set free 
from financial anxiety Sir Ronald and Lady Ross in 
their declining years, and the appeal will be directed to 
the public generally, who may be expected promptly to 
recognize the claim on their generosity furnished by 
Ross's magnificent work alike in the etiology and the 
prevention of malaria. 























CLINICAL AND Lasporatory Notes 


Clinical and Laboratory Hotes 


A NEW COMBINED ASPIRATOR AND 
ARTIFICIAL PNEUMOTHORAX 
APPARATUS* 


By NorRMAN BETHUNE, M.B. (Tor.), 
F.R.C.S. ( Epi.) 


Montreal 


This is a machine designed to withdraw fluid 
from the pleural cavity and to replace it with 
air in any desired quantity. This can be done 
suceessively or simultaneously. It can, of 
course, be used as a simple aspirator or as a 
simple pneumothorax apparatus. It consists of 
an aluminum pressure cylinder of 1,000 c.c. 
capacity, with an air-tight plunger which is 
moved up and down by means of a hand 
crank operating a worm gear. A vacuum 
bottle of 500 ¢.c. capacity is mounted on the 
side and connected to the cylinder. The 
aneroid manometer is calibrated to plus or 
minus 80 ¢.c. of water (true reading). Any 
desired positive or negative pressure can be 
obtained and, what is more important, is under 
entire control at any step of the operation. 





*From the Pulmonary Clinic, Royal Victoria 
Hospital, Montreal. 





To ASPIRATE FLUID 


Run down the piston to the bottom of the 
cylinder. Turn off the pneumothorax tap. Aspir- 
ate the vacuum bottle by turning the crank up 
to 500 ¢.c. on seale. Insert the needle into the 
chest and connect it with the vacuum bottle tube. 
By eranking the piston up slowly or quickly, 
any desired negative pressure can be obtained in 
the vacuum bottle. Each turn of the crank 
withdraws 10 ¢.c. of air from the bottle. 


To Insect Arr 


Pr 

Run up the piston to the top of the cylinder. 
Turn off the aspirator tap. Insert the needle 
into the chest; connect it to the pneumothorax 
tube. By reversing the crank a turn or two, the 
pleural cavity may be entered at any desired 
negative pressure. By cranking down, either 
quickly or slowly, air may be injected at any 
rate and at any desired pressure. Since the 
manometer is always connected directly with the 
cylinder and with the chest there is never any 
danger of exeessive pressure. The pressure of 
the entering air can be kept a constant one. 
Each turn of the crank expresses 10 ¢.c. of air. 
The crank can be turned easily with two fingers 
of one hand. The scale on the side shows at a 
glance the position of the piston and the amount 
of air injected. 


To ASPIRATE FLUID AND INJEcT AIR 
SIMULTANEOUSLY 


Run the piston down to the bottom of the 
cylinder. Aspirate the vacuum bottle. Turn 
off the aspirator tap to the cylinder. Allow air 
to enter the cylinder by opening the inlet tap. 
Run the piston to the top. Close the inlet air 
tap. Insert two needles in the chest, one in the 
fluid and the other above it. Connect the lower 
needle with the vacuum bottle. Observe the 
fluid entering bottle and then at the same rate 
at which fluid is being withdrawn into the 
vacuum bottle, inject air to the same amount 
into the pleural space. 

The machine contains no fluid, is easily 
carried about, weighs 12 lbs., and stands 10 
inches high. The cylinder is 5 inches in 
diameter. 

The machine is designed for hospitals and 
sanatoria. It is being used successfully in 
cases of tuberculous pleurisy with effusions and 
empyema in the pulmonary clinic of this hos- 
pital. 
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AN ANTICOAGULANT FOR BLOOD 
SUGAR SPECIMENS 


During the last few years, the treatment of 
diabetes mellitus has been placed upon a much 
higher scientific plane than formerly and the 
numerous laboratories in the various hospitals 
throughout the country have made it possible 
for most practitioners of medicine to avail them- 
selves of blood sugar determinations. Our gen- 
eral knowledge of blood chemistry has greatly 
increased, but it is not widely known that in 
fresh blood there is a diastatie activity which 
will rapidly lower the blood sugar content. By 
the ume a specimen of blood from a patient with 
hyperglyczemia would reach the laboratory, the 
readings might have dropped to the normal 
range of 80 to 120 mgm. per 100 e.c. (.08 to .12 
per cent). This diastatic phenomenon is of most 
concern to those doctors who mail their blood 
sugar specimens to a nearby hospital, or who 
carry the test tube in a warm pocket for several 
hours before delivering it to the hospital. Dia- 
static activity is not inhibited by the potassium 
oxalate solution usually used as an anticoagulant 
for most blood chemistry determinations. 
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This difficulty can be overcome if blood speci- 
mens designed for blood sugar estimations are 
collected in a test tube containing sodium fluoride. 
Under normal conditions, this anticoagulant will 
inhibit diastatic activity for from thirty-six to 
forty-eight hours. The correct amount to be 
used is 10 mgm. of sodium fiuoride and one mgm. 
of thymol per one c.c. of blood drawn. This is 
the approximate equivalent of two drops of a 
saturated solution of sodium fluoride for each 
5 ¢e.c. of blood; the dry powder is preferred, 
however, to the solution. The ordinary rubber- 
corked tube is used. Where blood is withdrawn 
from a hospital patient and examined within 
half an hour, the ordinary oxalate anticoagulant 
will suffice. Greater care must be taken when 
using fluoride than when using oxalate crystals, 
for too much will hemolyze the blood and too 
little is more apt to result in coagulation. 

The use of sodium fluoride is usually confined 
to blood sugar specimens. It cannot be used 
where a blood chloride estimation is desired, 
for the fluoride would interfere with the chemical 
reactions. 


G. HARVEY AGNEW. 


Special Correspondence 


The Edinburgh Letter 


(From our own correspondent) 

A voluntary hospital for the treatment of pa- 
tients suffering from mental and nervous affec- 
tions is being opened by the Managers of the 
Royal Edinburgh Hospital for Mental and 
Nervous Disorders. This latter is the new title 
for the institution which used to be popularly 
known as ‘‘Morningside Asylum,’’ and is asso- 
ciated with such well-known names in psychiatry 
as Morison, Skae and Clouston. The new hos- 
pital, which has been christened ‘‘The Jordan- 
burn Nerve Hospital and Psychological Insti- 
tute,’’ is a one-storey building, containing fifty 
beds divided equally between the sexes. The 
term ‘‘nerve hospital’’ has been selected in pref- 
erence to the more resounding title of ‘‘psy- 
chopathic hospital’’ which conveys little mean- 
ing to many persons in this country. A new 
out-patient department costing £10,000 has been 
constructed, where clinics will be held daily and 
advice given. In addition a lecture-theatre cost- 
ing £8,000 is being built. The work of the clinic 
will be subdivided into various departments,— 
psychiatry, mental deficiency, neurology, psy- 
chology, child guidance and social service. A 
very impressive team of workers has been ap- 
pointed to earry out the work connected with 
these different spheres, which will be co-ordi- 
nated under the directorship of Dr. G. M. 
Robertson, the Professor of Psychiatry at the 
university. Jordanburn Hospital is intended 


for the study and treatment of early mental 
and nervous conditions, and it is hoped that by 
early preventive treatment many patients will 
rapidly recover, who under less favourable cir- 
cumstances would require to be sent to asylums. 


It is said that most of the stories concerning 
the parsimony of Aberdonians are invented in 
Aberdeen. It may well be so, for the rest of 
Seotland can scarcely in future make any ac- 
cusations of meanness, after the great achieve- 
ment the northern city has made in collecting 
£400,000 for its Voluntary Hospital Fund. Two 
years ago Lord Provost Lewis asked the people 
of Aberdeen and the north-east of Scotland for 
this amount. The fund had a good send-off with 
four large subscriptions of £25,000 each, but one 
of the principal features has been that this large 
sum has come mainly from the poorer classes, 
who have shown their appreciation of the hos- 
pital services by the thousands of small subserip- 
tions which have been received. His Majesty 
has been deeply interested in the success of the 
scheme, while the Queen and Princess Mary sent 
various handsome gifts to the enterprise. The 
Prinee of Wales laid the foundation stone of 
the new Royal Infirmary. At the commence- 
ment of March of this year £30,000 was required 
to complete the fund in the thirty days that 
remained of the two years originally specified. 
The Lord Provost made a bet of £5,000 that he 
would collect the money in the time still avail- 
able. That bet has now been won, and the fund 
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is richer by £5,000 more than the £400,000 
asked for. 

A beautiful new chapel has been erected at 
Glasgow University to the memory of the lec- 
turers and the students who gave their lives in 
the Great War. Some 3,400 alumni of the uni- 
versity fought, and of that number 750 made 
the supreme sacrifice. The work is now nearing 
completion. Lord Maclay has gifted the organ, 
in memory of his two sons who were killed. 
Professors’ stalls are to be placed in the chancel, 
carved with the life history of St. Mungo, the 
patron saint of the city of Glasgow. The chapel 
is 137 feet long by 41 feet broad. A well ap- 
pointed suite of college rooms, with kitchen, 
dining-room, and lounge has been laid out in 
the basement for the use of the teaching staff. 
Various relics of the old college in the High 
Street have been preserved. The famous old 
Lion and Unicorn stair from the old college has 
been re-erected, and makes a noteworthy entr- 
ance to the New Fore Hall, while the High 
Street College Church bell has been hung in the 
fléche of the chapel. A wide arch in the chancel 
encloses the war memorial in the form of a 
sedilia. The names of the fallen are inscribed 
on nine tablets of black slate, set in arcades on 
the wall. When fully completed the chapel will 
form a worthy addition to the architectural 
features of the city. 

The Government has recently inaugurated a 
new system for the control of the prisons in 
Scotland. The prison Commissioners, who have 
administered the prisons for fifty years, have 
now as a body ceased to exist, and a Secretary 
and a Deputy-Seeretary have been appointed in 
their place. A great change has been effected 
in the prisons and in prison administration, 
during the last fifty years, under the now 
defunct Prison Commission. Formerly county 
and burgh prisons were controlled locally, 
though inspected by headquarters’ officials. The 
Commissioners gradually took over the local 
prisons, until all are now administered from 
Edinburgh. Only two of the old prisons which 
existed fifty years ago now remain—at Perth 
and Glasgow. The new prisons which have been 
erected may be regarded more as moral hos- 
pitals than as places of punishment. The Edin- 
burgh prison is the newest of all. It is probably 
the finest prison regarded from the point of 
view of healthiness and medical service and 
training in the world. 

A good illustration of the difficulty of obtain- 
ing medical attendance in certain parts of Secot- 
land occurred during the winter. One of the 
lightkeepers on the Pentland “kerries fell sick. 
The lighthouse stands in the centre of the eastern 
entrance to the Pentland Firth, amidst some of 
the most tumultuous seas that surround our 
coasts, and supplies and provisions are sent fort- 
nightly by boatmen from a neighbouring island. 
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Owing to the gales last February this ecommuni- 
cation was interrupted for one period of several 
days. At this time the principal lighthouseman 
fell sick. An urgent call was sent to the North- 
ern Lighthouse Steamer, Pole Star, but owing to 
the gale she was unable to leave Stromness 
Harbour. The lighthousekeepers on the Pent- 
land Skerries have a wireless receiving set but 
no transmitter. The symptoms of the sick man 
were signalled by Morse lamp to a neighbouring 
island and transmitted to a doctor in Strom- 
ness, who issued instructions at stated hours re- 
garding treatment. At the first sign of the 
storm moderating, this doctor on board the Pole 
Star, made a determined effort to reach the 
isolated rock. The Pentland Skerries lighthouse 
is always one of the most difficult on which to 
land, as there is no anchorage, and it was found 
impossible to reach the island. The sick light- 
houseman remained completely shut off for sev- 
eral days, and finally another doctor from a 
different island sueceeded in reaching the light- 
house in a motor fishing smack. 

A historic memorial of a unique character is 
about to be completed at Blantyre within a few 
miles of the city of Glasgow. The birthplace of 
David Livingstone at Blantyre was two years 
ago a neglected slum. To-day, it is, by the skilful 
eraft of architect and artist, rapidly changing 
to a place of fascinating interest, visualizing the 
life and work of Seotland’s greatest missionary 
and explorer. When the scheme is completed,’ 
Biantyre will become a place of pilgrimage for 
the many thousands to whom the name of Liv- 
ingstone means something supreme in fortitude 
and determination, and something sublime in 
achievement. David Livingstone was born in 
1813. At the age of ten, he left the village 
school to work in the cotton-mill. By working 
after hours and attending night classes, he 
qualified at twenty-three to commence the college 
curriculum. In 1840 he was admitted a licenti- 
ate of the Faculty of Physicians and Surgeons 
of Glasgow. GEORGE GIBSON 
23 Cluny Terrace, Edinburgh. 


The London Letter 


(From our own correspondent) 


There has been a growing feeling of discon- 


tent about the present position of radium 
therapy in this country, and the events of the 
last few days have attracted a great deal of 
publie interest. In the first place it has been 
felt for some time that London was behind many 
continental centres in its use of radium. Next, 
certain surgeons went abroad and learnt con- 
tinental methods, and their knowledge quickly 
spread until there was not nearly enough radium 
to meet the demand. At the same time there has 
been a growing feeling of discontent that radium 
should be largely produced by a monopoly which 
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keeps up a very high price for what is essentially 
a health-giving substance. The Government took 
a hand and set up a scientific sub-committee 
which issued a report, very excellent in most of 
its features, but unfortunately published with- 
out being submitted to any surgeon who is ac- 
quainted with the modern use of radium. 

This report stated that at least 20 grams more 
radium were required as soon as possible. It 
was announced that a National Radium Trust 
was to be formed to deal with this radium, and 
in order to enable the sum of £200,000 to be 
raised the Government offered to give £1 for 
every £1 subscribed by the public. Already the 
sum required has been subscribed, largely owing 
to the generosity of a private and anonymous 
doner, who offered 100,000 guineas for what- 
ever purpose the King wished as a thank-offering 
for His Majesty’s recovery. Half of this sum 
was at once put towards the radium fund and 
many other subscriptions have already come in, 
so that the financial aspects of the radium prob- 
lem seem satisfactory. There is distinct un- 
certainty about the distributive side of the 
scheme, particularly as nobody with clinical ex- 
perience of the use of radium was on the Gov- 
ernment’s sub-committee. Every small hospital 
in the country is crying out for radium and the 
belief is all too common that a surgeon has only 
to be given the radium and he will be perfectly 
well able to use it. It would seem very much 
‘better to concentrate big supplies at a limited 
number of centres staffed by experienced men, 
but it is very doubtful if this policy will be 
carried out. 

For the past few years small-pox of a very 
mild type has been prevalent in this country. 
It has a very low mortality rate and, as has 
already been mentioned in these notes, vaccina- 
tion has declined so that less than half of the 
population are protected. Recently a liner from 
India had two eases of small-pox amongst its 
crew and one of these patients died on arrival 
at Marseilles. Some 400 passengers left the ship 
there and travelled direct overland to London 
and elsewhere while the remainder travelled to 
Liverpool and after debarkation they were kept 


THE HEALTH OF NEW ZEALAND—New Zealand has 
always had an enviable record for infant mortality, and 
figures available for the urban areas (which include over 
half the population) show that there will be an even 
lower infant mortality-rate for 1928. There has been 
a definite downward trend during the past five years, 
the figures per 1000 births for the urban areas, com- 
mencing with 1923, being 50.1, 44.9, 44.7, 44.5, 45.1, 
and 41.4 in 1928. The last figure thus shows a decided 
fall. It is expected, moreover, that the final rate for 
1928 for the whole population of the islands will be 
even lower, as the Dominion rates compared with the 
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under observation at their various destinations 
for the customary fourteen days. Between 
Marseilles and Liverpool vaccination was offered 
and carried out on a certain number of the 
passengers and crew, but, despite this, forty-five 
eases of small-pox developed, which were of the 
more severe type, causing six deaths. France 
became alarmed at this state of affairs and 
ordered that all passengers to that country must 
have been very recently vaccinated. A storm 
of protest broke out and the order was rescinded, 
supervision for fourteen days being substituted, 
except at Havre where the mayor insisted on 
vaccination. The continental press has been 
very abusive, speaking of this country as a kind 
of plague spot, and while much of this sort of 
remark was a gross exaggeration, it has served 
to call attention to the lamentable state of affairs 
as regards vaccination existing in this country. 
The ineubation period for a second crop of cases 
arising from the Tuscania infection (the liner 
in question) is now over and the present scare 
is settling down. It illustrates very well what 
may happen one day if the severe type of small- 
pox gets hold here. 

A new body known as the British Pediatrie 
Association has just concluded its second annual 
meeting at Buxton, under the chairmanship of 
Dr. Edmund Cautley. The Association came 
into being largely owing to the activities of its 
very energetic secretary, Dr. Donald Paterson, 
who hails from Canada, and the second meeting 
began appropriately enough the day after he 
had been elected to the Fellowship of the Royal 
College of Physicians. Three scientific sessions 
were held at which communications, limited to 
ten minutes in length, were given by many 
members. Dr. Erie Pritchard dealt with some 
interesting work on the alkalosis which occurs 
in eases of congenital pyloric stenosis, and Dr. 
Robert Hutchison described cases of paroxys- 
mal sneezing as a form of whooping-cough. 
These were but two out of a very interesting 
series of papers and the new association appears 
to be in a Hourishing condition. 

ALAN MONCRIEFF 
London, May, 1929. 


rates for urban areas have been invariably lower for 
deaths and infant mortality and higher for births. The 
Dominion rate for 1928 will be awaited with interest; 
for 1927 it was 38.7. The urban birth-rate, on the other 
hand, has been the lowest on record, 17.7 
1000 of the population. The death-rate shows an in- 
crease of 0.07 per 1000. There were no epidemics during 
the past year, but scarlet fever, diphtheria, and influenza 
took a greater toll of life than in the previous year. 
Other diseases showing notable increases were tubercu- 
losis, cancer, heart disease, and pneumonia. 
motor and railway accidents increased. 
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Fissociation Wotes 


THE ANNUAL MEETING, MONTREAL 
June 17, 18, 19, 20 and 21 


It is considered unnecessary and wasteful of 
space to repeat the program in detail in this 
issue. The Preliminary Program, as it appeared 
in the May issue, was sufficient to assure our 
members that every effort has been made by 
the Montreal Committees to provide an interest- 
ing, instructive, and varied agenda. 

Certain important details are now finally 
brought to your attention. 


HoTeL RESERVATIONS 


The hotel accommodation in Montreal is 
ample for all our requirements; therefore, a 
Billeting or Housing Committee is quite un- 
necessary. 

In previous announcements it has been clearly 
stated that members should make their reserva- 
tions direct. If you have any difficulty, how- 
ever, please communicate at once with the 
Association offices, 3640 University Street, 
Montreal, stating your requirements and date 
of arrival. Accommodation will be found, and, 
if there be time before your arrival, you will 
be notified. 


GARAGES 


The returns from the questionnaire mailed to 
all members indicate that many will be arriving 
by motor. 

For the list of garages see the March issue 
(page 309). 

For information regarding routes, maps, and 
road conditions write to the Montreal Tourist 
and Convention Bureau, New Birks Building, 
Montreal. 


TIME 


Daylight saving time will govern the schedule 
of the meeting. 


REGISTRATION 


The Registration Bureau will be located in 
the Foyer, Windsor Hotel. 

Members are urged to register as soon as 
possible after arrival. The Bureau will be open 
at nine o’clock, Monday morning, and on suc- 
ceeding days at eight o’clock. 


BADGES 


The official badge will be issued upon regis- 
tration and will be the only means whereby 
admission may be gained to the sessions and 
entertainments. 

The Information Desk will be located opposite 
the Registration Bureau. 


MAIL AND TELEGRAMS 


Members desiring to have mail and telegrams 
sent in care of the Association will find this 
service at the Registration Bureau. 


ENTERTAINMENT 


On the afternoons of Wednesday and Thurs- 
day, the entire convention membership and 
visitors will be the guests at Garden Parties 
generously provided by: Mr. and Mrs. W. M. 
Birks at ‘‘ Yorkshire House’’ St. Bruno; and 
McGill University on the Campus. 


GOLF 


The clubs in and about Montreal have ac- 
corded the privilege of play to visiting mem- 
bers. Details will be published in the Final 
Program issued upon registration. 

The Annual Tournament for the ‘‘Ontario 
Cup’’ and other prizes will be played off on 
Tuesday, June 18, over the Dixie links (Royal 
Montreal Golf Club). The Trophy and prizes 
will be presented during the annual dinner, 
Wednesday evening. 

Entrants should promptly apply to Dr. Han- 
ford McKee, 1528 Crescent Street, Montreal, 
giving the following particulars :— 

Name; Address; Name of Golf Club; Handi- 
cap. 

DINNERS AND LUNCHEONS 

The Annual Dinner and Dance will be held 
on Wednesday evening at eight o’clock in the 
Windsor Hall. This is one continuous fune- 
tion, and it is hoped and expected that ladies 
accompanying members will grace the Dinner. 

Luncheons have been arranged by the 
Federation of Medical Women of Canada, the 
Section of Urology and the Section of Historical 
Medicine. 

A Dinner-meeting of the Province of Quebec 
Industrial Medical Association and the Section 
of Industrial Hygiene, Canadian Publie Health 
Association has been arranged for Thursday at 
half past six o’clock. 

The Alumni Dinners on Friday night promise 
to be a large feature. A committee composed 
of local representatives of all the medical 
schools of Canada is busily employed arrang- 
ing the details. 

Tickets for all the above functions may be 
obtained at the Registration Bureau. 


LADIES ENTERTAINMENT 


The‘‘Blue Room,’’ Windsor Hotel, will be 
headquarters for local and visiting ladies. 
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All are urged to repeatedly visit this room, 
to meet the hostesses and to indicate the form 
of entertainment individually desired, whether 
it be golf, tennis, shopping trips, drives in or 
about the city, or visits to historic points. 

All ladies will, of course, participate in the 
general entertainment provided. 

Ladies are also welcomed to the Annual 
Dinner and Dance on Wednesday night; the 
Osler Memorial Address on Thursday night; 
and the sessions of the Section of Historical 
Medicine in the Hoétel-Dieu, Wednesday fore- 


noon; Osler Library, Thursday forenoon; and 
the Bibliothéque St. Sulpice, Friday forenoon. 


SPEcIAL Notice To CouNciL MEMBERS 


Members are reminded that the first session 
of Council will convene on Monday at ten- 
thirty. There is a very heavy agenda and full 
representation is required to expedite business 
so that it may be completed prior to, and not 
encroach upon, the scientific sessions which 


commence on Wednesday. 


bospital Service Department Wotes 


THE SMALL HOSPITAL LABORATORY 


This is an age of laboratory diagnosis. Year 
by year the marvellous discoveries in biochemis- 
try and in micropathology are making us more 
dependent in a hospital upon the laboratory for 
that exact diagnosis upon which we insist today. 
The increasing number of small hospitals, stretch- 
ing in a fine network across Canada, and the 
desire of the medical staffs to have their own 
laboratories, focuses attention upon the question 
of providing such service. 

It seems very essential that, as far as possible, 
some laboratory facilities be provided at the 
point where the patient is hospitalized. On the 
other hand, the heavy cost of duplicating equip- 
ment, the great difficulty of providing sufficiently 
trained help to staff these laboratories, and the 
dangers of incorrect interpretation have brought 
most hospitals to the wise decision to confine 
their local laboratory service to the more simple 
tests and procedures and to send their more 
elaborate pathological work to larger and better 
equipped institutions. Many hospitals have 
solved their difficulty by providing a small 
laboratory where urinalyses, blood counts, simple 
blood chemistry, simple culture work, gastric 
analyses, kidney function tests, etc., can be pre- 
formed. More difficult procedures and tests, 
such as Wassermanns, tissue work, and the more 
complicated blood chemistry tests are sent 
to the laboratory in some neighbouring city 
hospital. Where train service is good and a 
telegraphic agreement can be arranged for 
culture work, such an arrangement is quite 
satisfactory. The smallest hospitals should be 
content with supplying a complete urinalysis 
outfit, a microscope, some stains and slides, 
and blood counting facilities for the use of the 
staff. 

As a guide to the smaller hospitals in develop- 
ing a small laboratory, our Department of 
Hospital Service has prepared a list of necessary 
equipment which would be required to furnish 
such a laboratory. This will be gladly sent upon 
request. 

One of the greatest difficulties in organizing a 
laboratory service in a small hospital has been 


that of providing a technician. The work must 
be done accurately, for an incorrect report or an 
erroneous interpretation is worse than none at 
all. The Sisters’ hospitals usually train a Sister 
to do the work under the general supervision of 
one of the staff doctors. The non-Catholic 
hospitals must provide a technician and these 
are very hard to get. In some hospitals, the 
technician in the x-ray department assumes the 
laboratory work and this makes a very satis- 
factory arrangement. Nurses in training, who 
are anxious to take up some special field of work, 
would be well advised to consider this combina- 
tion of specialties, for there will be an ever-in- 
creasing demand for nurses who have studied 
both x-ray and pathological technique. The 
increasing demand and the scarcity of skilled 
help will ensure adequate remuneration. 

Our Department has endeavoured to locate 
technicians in response to requests from various 
hospitals, but have found the number of available 
men or women very small. We have been in 
touch with the secretary of the Pathological and 
Bacteriological Laboratories Assistants’ Associa- 
tion, 253 Gypsy Road, West Norwood, London, 
S.E. 27, and ascertain that there are technicians 
in England who would like to try their luck in 
Canada, but who hesitate to come here without 
having definite assurance of a position and fare 
provided. 

There is a great need in this country for some 
place where technicians and nurses can be trained 
in the rudiments of pathological work. A few 
of the larger hospitals may take in short course 
beginners as a special courtesy, but there is no 
organized effort to train these very necessary 
workers. The regular technicians trained in the 
larger hospitals are almost invariably kept in 
one department in the work of which they soon 
become quite proficient, but they have little or 
no knowledge of the other branches of patholo- 
logical work and are unsuited for the general 
work of small hospitals. What we need is a 
short intensive course, provided for a fee, to 
applicants recommended by, or willing to go to, 
small hospitals. If this pathological course 
could be supplemented by a course in x-ray and 
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basal metabolic technique, there is no doubt 
but that the return in service to these smaller 
communities would more than outweigh the 
difficulties of giving this instruction. The pro- 
vision of a financial subsidy which would permit 
the larger hospitals to offer such courses would 
be a very worthy undertaking for some philan- 
thropic citizen. 


HOSPITAL NOISE 


Few healthy people sleep well in a strange bed. 
Sick people find it still more difficult to relax 
when suddenly taken from a comfortable home 
and deposited in a severely furnished room, 
through whose door penetrate nauseating odors, 
ominous creaks and foreboding groans. Shut 
up in the tiny room, the apprehensive patient 
strains the m. tensor tympani almost to the 
breaking point to hear what is going on in that 
strange world beyond the plain slab door. 
Noises that the doctor never notices may sound 
almost deafening to the over-wrought patient. 

The modern ferroconcrete fireproof construc- 
tion has added greatly to sound transmission. 
The rigid walls transmit sounds and echoes with 
startling clarity down the corridors and through 
partitions. Terrazzo and tile floors but add to 
the noise. Slamming doors, falling trays and 
utensils, elevators and lifts, steam pipes, motor 
cars parked beneath the windows, squeaking 
stretchers and trucks, weeping relatives of other 
patients—all contribute to the nerve trauma 
which retards the patient’s recovery. Hospitals 
post notices, and supervisors are everlastingly 
cautioning the pupil nurses, but the noise still 
continues. 

It has been pointed out that the medical staff 
frequently contributes tothe disturbance. True, 
it is difficult to refrain from giving a colleague a 
cheery morning greeting; relatives do love to 
intercept one in the corridor and ask us what 
we ‘‘really think of the patient; the more a 
manufacturer charges for shoes the less likely 
is he to provide rubber heels and we never seem 
to find time to have them put on. It is so easy 
to hold consultations in the corridor. We may 
move away from the patient’s door, but the 
patient in the next room is terrified to wake up 
and hear a doctor (maybe her own) standing 
just outside her door remarking in a low tone 
that ‘‘her only chance is to be opened up immedi- 
ately.” 

What is the solution? 

The solution is a summation of many factors. 
Fireproof construction is here to stay. There- 
fore we must diminish the sound production and 
hamper its transmission. A central inset strip 
of battleship linoleum or rubber in the terrazzo 
corridor is a great help; enclosed stairwells and 
elevator shafts isolate the different floors; rubber 
insets on the door stops; friction hinges and door 
closers; elimination of latches in favour of check- 
ing springs and substitution of hook handles for 
door knobs solve the bedroom door problem. 
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Rubber feet on chairs warrant the outlay; swing 
doors on diet kitchens and utility rooms reduce 
sound transmission; cross beaming of corridor 
ceilings and insetting of room doors have been 
tried with success by architects; special acoustic 
treatment of the corridor ceilings and the deliv- 
ery room walls and ceiling may be necessary. 
Telephones can be muffled and noisy signal buz- 
zers and megaphones can be replaced by silent 
call systems. ‘‘Night Noises’? should be made 
a special study in each institution. Judiciously 
worded notices, prominently placed, have a very 
Salutory effect. In one large British Columbia 
hospital the floors are being filled with a porous 
spongy concrete. Nurseries and labour rooms are 
being isolated from the patients’ rooms. The Vic- 
toria General Hospital in Halifax and others have 
provided a special room where bereaved relatives 
can give vent to their grief unobserved and 
without fear of disturbing others. Coal chutes 
should be at a distance from the patients’ win- 
dows. The doctors’ parking space should be 
near the laundry or boilerhouse, if possible. 
Also, there is a definite tendency at present for 
hospitals to migrate away from congested down- 
town sites and to locate in more open and restful 
surroundings. All in all, the noise problem is 


one which will justify our closest investigation. 


STERILIZATION OF GLOVE LUBRICANT 


In the March issue we published a short note 
on the care of rubber gloves and also a formula 
for Tragacanth Jelly which could be used as a 
substitute for vaseline. Since then communica- 
tions have been received inquiring about the best 
method of sterilizing this lubricant. 

At the Montreal General Hospital where this 
product is now used, the preparation is put up in 
tubes. After being filled and sealed and tke 
small caps removed, the tubes are placed up- 
right in trays and are sterilized in the autoclave. 
The sterilized caps are then put on immediately 
after the tubes are removed from the autoclave. 
In small hospitals where “tubing” is not con- 
venient, the jelly can be sterilized by boiling, as 
it is not deteriorated by moist heat. Small 
jars or wide-mouthed bottles can be used as 
containers and the amount required for each 
procedure can be spilt out or removed by a 
sterile gauze swab. Ifa jar is suspected of being 
contaminated it may be re-sterilized, or, con- 
sidering the cheapness of this product, small 
amounts may be discarded. G. HARVEY AGNEW 


HOSPITAL COSTS 


‘‘Hospital costs are a spectre that will not be 
exorcised except by honesty and patience. The 
‘thigh price of living’’ seems to have given place 
to the ‘‘high price of sickening’’ as a topic of 
conversation. People who think nothing of pay- 
ing ten dollars a day for a hotel room illogically 
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consider eight dollars a day for a hospital room 
robbery and extortion. The old myth about the 
very rich and very poor being the only people 
who can afford to be sick persists. About half 
of the talk about huge hospital bills is bragging. 
The inescapable fact is that it is cheaper to be 
well than to be sick. When the public gets this 
idea strongly, sickness will diminish. Ad interim, 
the public should be taught how and why hos- 


Medical 


OPHTHALMOLOGICAL SOCIETY OF THE 
UNITED KINGDOM 


The annual congress of this Society was held 
in London from April 11th to 13th under the 
presidency of Mr. Charles Howard Usher, and is 
reported in the Lancet, and the British Medical 
Journal, from which this short review is taken. 

Papers were read on the following subjects :— 
Formative fibrous tissue reactions in the eye; 
Graded squint operations; Some unsolved prob- 
lems in connection with diseases of the choroid ; 
The nature of the vitreous humour; the patho- 
logy of orbital hemorrhage and inflammation; 
and optic atrophy following hemorrhage from 
the alimentary tract. 

Three major discussions or symposia were 
also held: the first on ‘‘Heterophoria’’; the 
second on the ‘‘Diagnosis and treatment of 
ocular tuberculosis’’; and the final one on the 
‘*Prevention of minor eye injuries in industry.”’ 

In opening the discussion on ocular tuber- 
culosis Sir Arnold Lawson suggested that it was 
essentially a surgical rather than a medical 
condition, and that it was extremely uncommon 
to find it associated with pulmonary phthisis. 
Up to and even after puberty, bovine, as opposed 
to human, tuberculosis was very common. 
Bovine tuberculosis required a bovine test, as 
a negative human test did not exelude a 
bovine infection. The association of tuberecu- 
losis with interstitial keratitis might occur 
either as a mixed infection or as a pure tuber- 
culous infection; but Sir Arnold thought the 
former was the more common. The most 
common tuberculous inflammation of the eye 
was iridocyclitis. 

The treatment of ocular tuberculosis was 
general and local. The general treatment in- 
cluded treatment on constitutional lines, tuber- 
eulin, and phototherapy. He was absolutely 
certain as to the value of tuberculin, but its 
proper employment was imperative. Much 
good had followed the use of phototherapy, 
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pital operation costs money. Anything good 
costs money. The people deserve the best when 
they are sick or well; they demand the best 
when they are sick or well; they do not object 
to paying for the best when they are well; why 
should they object to paying for the-best when 
they are sick? A little practical propaganda 
along these lines will do much good.’’—Modern 
Hospital. 


Societies 


particularly in children. It should not be re- 
garded as a substitute for, but rather as a 
supplement to, other methods. The others 
taking part in the discussion endorsed Sir 
Arnold’s views. 


In the symposium on minor eye injuries in 
industry, Mr. Bernard Cridland showed statis- 
ties suggesting that, in spite of increased in- 
sistence on protection, the number of minor 
eye injuries was increasing. An effort to de- 
termine the economic effect on industry of these 
minor accidents was attempted by a _ sub- 
committee of the Council of British Ophthalmo- 
logists. Four surgeons had supplied careful 
notes on 426 cases of eye injuries sustained in 
the course of occupations. Of these persons, 
51 per cent were employed in occupations 
which exposed them to small flying particles, 
such as workers at grindstones or emery 
wheels; 26 per cent were among workers ex- 
posed to flying chips of metal; and the remain- 
ing 23 per cent were miscellaneously employed 
as road makers, painters, plastercrs, and 
general labourers. In 70 per cent of eye 
accident cases no form of protection was avail- 
able; in 19 per cent protection was available 
but not used; and in the remaining 11 per cent, 
goggles or machine guards were used, there- 
fore, accident seemed to prove them inefficient. 
Mr. Cridland said there were three main lines 
of prevention: (1) mechanical guarding; (2) 
education on the subject of workmen and fore- 
men; and (3) engineering revision. He said 
good goggles gave 100 per cent protection, 
while shields gave 90 per cent. The obstacle to 
success was the objection of the worker to the 
wearing of goggles. Various types of protec- 
tive appliances were suggested by others taking 
part in the discussion. 

One afternoon was given over to the inspec- 
tion of clinical cases at the new premises of 
the Royal Westminster Hospital. 


J. A. MAcMILLAN 





Mepico-LEGAL 


MedsicoeLegal 


THE COLLEGE OF PHYSICIANS AND 
SURGEONS IN ALBERTA 


For the first time since the 1928 amendments 
to the Medical Profession Act were passed the 
local courts have been called upon to decide an 
appeal against the suspension of a practitioner 
by the discipline committee of the College of 
Physicians and Surgeons of the Province of 
Alberta. In the Supreme Court yesterday, Mr. 
Justice Ives handed down judgment dismissing 
the appeal of Dr. Dan T. Crawford of Craigmyle 
from the decision of the discipline committee 
suspending the appellant from practice until the 
next meeting of the Council of the College. 
Costs of the appeal were awarded the respondent. 

“The notice to appellant of the time and place 
of the inquiry,”’ stated His Lordship, “contains 
nine charges of unbecoming and improper con- 
duct; the result of the investigation was to find 
the appellant guilty upon three.” »The court 
then proceeded to quote the resolution of the 
discipline committee expressing their decision 
upon the three charges. 

The appeal from the committee’s decision was 
brought upon the following five grounds: That 
the findings were against the evidence; that much 
of the evidence was inadmissable; that the com- 
mittee intermixed the hearing of the various 
charges and received evidence on all before ad- 
judicating; that no notice was given appellant 
upon one charge of which he was adjudged 
guilty and that the order of the committee was 
in excess of its jurisdiction. 

“By the amendment to the Act, passed in 
1928,”’ declared His Lordship, ‘‘the Council of 
the discipline committee is the final judge of 
what constitutes unbecoming or improper con- 
duct, professional or otherwise, and by the same 


THE TUBERCLE BAcILLUS—Henry C. Sweany has con- 
tributed to the American Review of Tuberculosis (18: 
630, 1928), an important and finely illustrated paper on 
variations occurring in the tubercle bacillus. His pro- 
for unusual forms of the 
tubercle bacillus—e.g., those showing granules—in culture 
and in the cadaver, to pass such variants through a series 
of guinea-pigs and to study any changes in cultural, 
staining, and pathological characteristics. He has found 
it possible to restore degenerate forms of tubercle bacilli 
to forms revealing the characters of the typical human 
strain. 


cedure has been to watch 


Ordinary micro-organisms unrelated to tubercle 
will not regenerate in this way. The variant forms 
should be distinguished from the mutant forms whose 
degeneracy has become fixed and irreversible. In the 
December issue of the same journal Morton C. Kahn 


amending legislation the Council or committee 
holding an investigation is not bound by the 
rules of evidence obtaining in courts of justice, 
but may proceed to ascertain the’ facts in such 
manner as it shall deem proper. I think that all 
that is required is that the investigation should 
be conducted fairly and impartially. From a 
careful examination of the record I have no 
doubt this investigation fully met that require- 
ment. 

The charges were all of unbecoming and im- 
proper conduct and should, in my opinion, be 
treated as one charge containing several counts, 
or the several counts may be said to be particulars 
of the charge of misconduct. I think the com- 
mittee was not bound to investigate and adjudi- 
ciate upon each count separately.” 


Mr. Justice Ives agreed with the finding of the 
discipline committee as far as the first two counts 
upon which the appellant was found guilty of 
unbecoming conduct were concerned. As to the 
third count, however, he held that the finding 
could not stand and should be set aside. The 
misconduct, if any, he added, occurred more 
than eight years before and the notice of the 
charge was, in his opinion, wholly inadequate to 
warrant its investigation. 


““As to the order of the committee being in 
excess of its jurisdiction,’’ concluded His Lord- 
ahip, ‘‘I can only say that it is in the exact terms 
of the section (46) conferring it. The order 
suspends the practitioner until the next meeting 
of the Council. The result of the order contains 
only a recommendation to Council which may 
or may not be acted upon. In the result I 
would dismiss the appeal with a variation as 
indicated. The appellant should pay the costs 
of the appeal.’”’—Calgary Albertan, April 18, 1929. 


and John C. Torrey present a preliminary report on their 
observations of the developmental cycle occurring in iso- 


. lated tubercle bacilli growing in a suitable nutrient 


medium under the microscope. As the result of cleavage 
in the bacillus acid-fast coccoid bodies, and at times 
non-acid-fast globoid forms were developed. Further 
division of the cocecoid forms produced diplococcoid 
types. After further subdivision numerous minute coc- 
coid non-acid-fast forms were seen possibly identical 
with those described by Much. At a later stage the 
cocci gave place to dust-like particles, possibly fine 
enough to pass through a filter. Eventually extremely 
delicate rods made their appearance from the growth of 
which adult acid-fast rods were produced. Whether 
similar developmental cycles occur in the animal body 
has yet to be determined. 
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A WATCH ON DISEASE 


The League of Nations is achieving work of 
great importance and of abiding utility in the 
field of international hygiene. The Health Sec- 
tion of the Secretariat, indeed, has already estab- 
lished itself in the regard of every health depart- 
ment in the world and is acknowledged as an 
indispensable link between nation and nation. 
From the beginning the Health Section has recog- 
nized that its sphere of action is necessarily 
limited, even though, paradoxically enough, the 
limits set upon it are conditioned by the fact that 
it claims the whole world as its field. It has not 
sought to interfere in any country or to exercise 
any kind of superior control. Its object has been 
to supply all countries with information which no 
country could easily obtain for itself, and to 
advise every country of dangers threatening in 
neighbouring or even in far-distant states. A 
further object has been the study of those con- 
ditions which, in all parts of the world, exert an 
influence upon health or favour the onset of dis- 
ease. In pursuit of these aims the Health Section 
has established and perfected a vast intelligence 
system. Every day the Health Section is fully 
informed about the prevalence throughout the 
world of those immemorial scourges of mankind— 
plague, cholera, typhus fever, malaria and ty- 
phoid fever. It is fully informed also about every 
outbreak of influenza and about every unusual 
manifestation of disease which does _ not, 
commonly, assume epidemic form. This informa- 
tion is broadcast as soon as it has been received. 
To-day the health departments of the world 
know in advance what dangers they must be 
prepared to face. They know in which of the 
ships, approaching their coasts, disease has 
manifested itself, and in what areas, from which 
supplies come to them, epidemics are threatening 
or have already occurred. The medical officers 
and captains of ships on the high seas are also 
kept informed about the hygienic condition of 
the ports to which they are sailing. This sleepless 
watch on disease is likely to be the means of 
preventing many calamities. Epidemics in the 
past have usually had ample time to develop 
before a concerted attack was made on them. 
The Far East, as is well known, is an important 
breeding-ground of disease. A scheme of pre- 
vention, of world-wide scope, must necessarily 
provide means of obtaining and co-ordinating 
information in the centre of the ‘‘enemy’s coun- 
try.” It must also have the means of sending 
help to any area in which help is required. The 
recent epidemic of dengue in Greece, for example, 
has been the subject of careful investigation by 
officers of the Health Section, who have advised 
the local authorities, have offered them assistance 
and have in addition kept the health officers of all 


neighbouring countries fully informed about the 
progress of the malady and about the means of 
prevention. In a recent issue of the Epidemio- 
logical Report of the Health Section the situation 
in Greece is discussed and full information is 
given about the prevalence throughout the world 
of plague, cholera and enteric fever. The Health 
Section is engaged at the present time in making 
surveys of various countries where epidemic dis- 
eases are prevalent. It is about to extend its 
operations to India. The object of these surveys 
is to gain information about the circumstances 
which favour the beginnings of disease in different 
lands, and to arrive at means whereby, when dis- 
ease manifests itself, a cordon sanitaire may be 
instituted. 

But the Health Section is not concerned only 
with disease. A shrewd judgment has decided 
that the study of the vital statistics of the world 
is necessary to a real grasp of the world’s health 
problems. Recent work on the birth-rates and 
death-rates in Europe illustrates the wisdom of 
this policy. It has been found, for example, that 
national frontiers do not delimit areas in which the 
birth-rate is high or low. Areas in which the 
birth-rate is high or low extend from one country 
to another. In Italy the whole of Piedmont and 
Liguria possesses a birth-rate lower than the 
average birth-rate of France, whereas the birth- 
rate in the valley of the Po below Cremona and 
in the district of the Alpine lakes is high. The 
population of Southern Italy is very prolific and 
birth-rates of from 30 to 40 per 1,000 of the 
population prevail in this area. In France, on 
the contrary, the highest birth-rates are found in 
the north, the lowest in the centre and in the 
south. These observations suggest that the type 
of population is undergoing change in many 
European countries. By watching closely the 
ebb and flow of populations throughout the 
world the Health Section is gaining a new know- 
ledge about the ebb and flow of disease. It is 
also gaining a new knowledge about those con- 
ditions which lead to international friction. ‘‘In 
less than twenty years,” says the Epidemiological 
Report, “‘the pressure of population in the western 
and centre parts of Europe will almost certainly 
have terminated.’’—Abstracted from Science, 
November 16, 1928. 


CHRONIC APPENDICITIS 


Chronic appendicitis is evidently as big a prob- 
lem in America as it is here, if two recent papers 
may be taken as a guide. Two papers on the 
subject have recently appeared, one in the 
American Journal of Surgery*, by A. F. R. Andre- 


* Medical Aspects of Chronic Appendicitis, by ALBERT 
F. R. ANDRESEN, Amer. J. Surg., p. 372, October, 
1928. 
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sen ; the second in the Journal of the American Med- 
ical Association*, by J. B. Carnett and Russell S. 
Boles. In the first paper Andresen’s conclusions 
are based on an analysis of 3500 gastro-intestinal 
cases, and he deplores the results of “misdirected 
enthusiasm”? for unnecessary and _ill-directed 
surgery which has resulted in “thousands of 
individuals who have not been benefited by 
appendicectomy.” His view is that the structure 
of the normal appendix (its cilia, its musculature, 
and the valve of Gerlach at its outlet) is such as 
to prevent the entry of cecal contents. Thicken- 
ing of the wall by inflammation interferes with 
normal function, cecal contents enter, and the 
efforts of the appendix to expel the irritating 
mass formed by stagnation and desiccation may 
be the cause of so-called appendicular colic. The 
appendix does not live for itself alone, and as a 
rule “‘chronic appendicitis is only a part of a 
generalized chronic infection of the whole gastro- 
intestinal tube and its appendages.”” In Andre- 
sen’s series of 586 cases lesions of other organs 
were demonstrable in 556—that is, 95 per cent. 
The frequent association of infected tonsils and 
‘ teeth with chronic disease of the appendix is 
noted, and also the rarity of concomitant pelvic 
foci in the female. Diagnosis is difficult, for the 
symptoms are not characteristic and are readily 
masked by those arising from the frequent 
coexisting infection. Similarly, Andresen points 


out that physical examination is often misleading, 


and this is undoubtedly true, though we do not 
think it applies to palpation of an appendix seen 
on the x-ray table. He doubts whether a normal 
appendix will fill with a barium meal, though it 
may with an opaque enema, but here again the 
statement must be qualified, for E. I. Spriggs 
and O. A. Marxer have shown that if buttermilk 
is used as a vehicle for the meal, after careful 
preparation, appendices will fill which otherwise 
appear impermeable. While reference is made in 
Andresen’s paper to the significance of delay in 
emptying of the appendix, spasm is not mentioned, 
though it is a valuable sign, especially if occurring 
early; the indirect evidence gained by radio- 
graphic examination is carefully considered. The 
general conclusion reached is “that a diagnosis of 
chronic appendicitis does not necessarily mean 
. . . . @n operation.” Medical treatment is 
general (treatment of any coexistent infection or 
foci) and local. The latter includes dieting with 
“‘a normal rough diet” to stimulate the cecum, 
meat being taboo; mineral oil is used if required, 
and general hygienic measures are taken. Such 
treatment he regards as efficacious and would 
limit surgery to complications such as kinks and 
adhesions. Carnett and Boles agree with Andre- 
sen about the number of useless operations and 
in regarding the appendix as only one factor at 
fault, for they find a constitutional element in 
many of their cases. The chronic changes seen 


* Fallacies conerning Chronic Appendicitis, by Joun 
BERTON CaRNETT AND Russet S. Boss, Jour. 
Amer. Med. Ass., 91: 1679, 1928. 
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in the appendix seem to them largely due to a 
normal evolution and not to disease. Mistakes, 
in their opinion, arise from confusion of parietal 
with visceral pain, for they place much of the 
so-called appendix pain and tenderness in the 
abdominal wall itself, attributing it to an irritative 
lesion of the lower intercostal and first lumbar 
nerves, secondary, as a rule, to a spinal arthritis or 
malposition. Non-operative treatment is ad- 
vocated, particularly orthopedic supervision of 
the vertebral column and adjacent parts. “ Pa- 
tients as a whole would be better off by complete 
abandonment of appendicectomy for so-called 
chronic appendicitis.” The views reflected in 
these two papers seem then to be as follows:— 
diagnosis is difficult, treatment must not be 
limited to the appendix, many useless operations 
are performed, and there is no one indication on 
which the surgical result can be foretold. With 
these views we agree, but would add that cases 
do occur in which a simple appendicectomy re- 
lieves the symptoms. The difficulty lies in 
recognizing such cases.—(Abstracted from The 
Lancet, 1: 32, Jan. 5, 1929.) 


NOISE AND HEALTH 


A Chadwick public lecture was delivered in the 
University Hall, Gordon Square, W.C., on 
February 21st, by Dr. Dan McKenzie, who took 
as his subject “Noise and the Public Health.” 
Sir William Collins was in the chair. Dr. 
McKenzie said that modern civilization was 
attended by various serious drawbacks, among 
them being ugliness, which was presented to both 
the eye and ear. Ugliness to the ear was noise; 
there were other points of view, not necessarily 
the same as the physicist’s, from which noise 
may be regarded. Any sound that disturbed 
repose was noise, which startled and exhausted 
the human nervous system. The great increase 
of industrial noises in workshops and factories 
was acknowledged to have a bad effect on those 
who worked in them; efforts had been made to 
reduce the hurtful sounds and the exhaustion they 
produced. Domestic noise was another affliction 
of modern life largely produced by street and 
highway traffic, and little had been done to 
minimize it. The lecturer proceeded to describe 
the actual effects of industrial and domestic 
noises on public health, and discussed the question 
‘‘Has the increase of noise any influence in the 
increase of mental disorders?” He lamented the 
dying down of Government interest in the trouble. 
Cessation of activity had been attributed to 
difficulty in concocting a definition of noise. A 
definition was needed, no doubt, to prevent undue 
interference with industry. Fifty years ago an 
English Government had contrived to legislate 
against insanitary dwellings without any de- 
finition to speak of, the only description being 
that local authorities were empowered to condemn 
any premises in “‘such a state”’ as to be a nuisance 
or injurious to health; subsequent juridical rulings 
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had shown that it was only necessary for public 
health purposes to prove interference with “ per- 
sonal comfort.’”’ This was what noise did, after 
all. The lecturer suggested: (1) That ‘zones of 
silence’? during hours of silence should be de- 
marcated by police or public health authorities. 
(2) That the streets in front of schools, colleges, 
hospitals, and nursing homes should be paved 
with rubber blocks. (3) That the size, weight, 
and speed of motor lorries should be reduced. 
(4) That heavy goods should be relegated entirely 
to the railways for transit. Dr. McKenzie con- 
cluded by reading a letter from a patient in a 
hospital complaining bitterly of the noises, not 
outside, but inside the hospital; he added that 
after inquiry he had found the complaints to be 
true for all hospitals. They were much too noisy, 
and recovery of the sick within their wards was 
interfered with by neglect of a primary rule of 
treatment. He appealed to all hospital au- 
thorities to go into this matter with their nursing 
staffs. They would be astonished and humiliated 
by the result of their inquiries. Reform was 
needed in the matter of subjection of invalids to 
noise, and reform, like charity, should begin at 
home. Gramophone records were used to illu- 
strate various types of objectionable mechanical 
sounds and human cries.—Brit. M. J., 1: 415, 
1929. 


THE RESPIRATION FERMENT 


The respiration ferment, described as ruling 
the organic world, has been made artificially in 
the laboratory by Professor Hans Fischer, of the 
University of Munich, who has thus made one of 
the most important contributions ever made in 


biochemistry. This achievement is far-reaching 
and may lead to isolation of the vitamins them- 
selves. 

Professor Fischer’s work confirms the research 
of Dr. Otto Warburg, who last year demonstrated 
the nature and réle of this important ferment. 
The respiration ferment is a hemin compound 
and its synthesis makes possible the artificial 
production of hemoglobin, the red colouring 
matter of the blood. In the higher animals, 
hemoglobin is a transport agency for oxygen, 
carrying it from one place in the body to another. 
But the respiration ferment is a substance which 
takes up the atmospheric oxygen, which was 
transported by the hemoglobin, and transfers it 
to certain organic substances which in turn become 
oxidized. The respiration ferment or enzyme 
rules the organic world, because in everything 
that happens in living matter, respiration 
furnishes the driving force. It is found in all liv- 
ing cells. 

The synthesis of this compound is a good 
example of how optical instruments can aid in 
the solution of biochemical problems. Measure- 
ments of transmission or absorption of light 
assisted in the solution of this problem. 

Dr. Warburg, seeking a method to prove 
whether or not the respiration ferment was a 
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hemin, measured the absorption spectra of a 
model pigment, hemonicotin, and determined its 
action curve. He then obtained the action curve 
of the respiration ferment, using yeast cells in 
which it is contained. Similarity between the 
action curve of the respiration ferment and of a 
true hemin compound showed that the ferment 
was a hemin compound also. 

It is this compound that Professor Fischer has 
synthesized. This respiration ferment may be- 
come therapeutically important. It is a question 
whether it is more or less important than the four 
pyrrol nuclei with which Professor Fischer started 
its synthesis. Hemin and chlorophyl, the green 
colouring matter of plants, both contain these 
four pyrrol nuclei. It is possible that the vitamins 
may be found in these very pyrrol nuclei. In 
that case, organic chemists have vitamins by the 
pound in their laboratories and do not even know 
it.—Science Supplement 69: March 1, 1929. 


A USE FOR NOVA SCOTIA SEAWEED 
FOUND IN BRITAIN 


Nova Scotia is supplying people in Great 
Britain with a means of escape from the effect 
on their nervous systems of the noises of large 
cities. That means is seaweed. An officer of 
the Royal Engineers, Capt. A. G. Huntley, has 
discovered the noises can be excluded to a large 
extent from buildings, and that echoes of internal 
noises can be stopped by the use of a particular 
kind of packing on walls and ceilings. This 
packing is made from the variety of seaweed 
known as eel-grass, says a writer in Overseas, the 
monthly journal of the Overseas League. The 
eel-grass is fireproof, non-verminous, and sound 
absorbent, and it grows to perfection where it is 
washed by fresh and salt water. If it is gathered 
from a sandy shore it is full of impurities, but off 
the coasts of Nova Scotia it grows under ideal 
conditions on a rocky shore. The eel-grass is 
gathered in Nova Scotia and shipped to Great 
Britain in the form of mats. These mats are 
fixed to the flat surfaces of ceilings and walls. 
Over the mats thin wood battens are nailed and 
upon these canvas can be stretched and treated 
to suit any decorative scheme that may be de- 
signed. 

A number of London buildings have been 
improved in this manner. In the new head- 
quarters of the Midland Bank, in Cheapside, the 
great hall has been insulated in this way against 
noises. From it the sounds of traffic on the 
street are excluded and in it the buzz of conversa- 
tion and the sounds of mechanical apparatus are 
deadened. The new Bank of England, Lloyd’s 
Bank, in Cornhill, and the Commercial Union 
building, next door, are also being protected 
in the same way against noise. In the Royal 
Ear Hospital a room has been made sound-proof 
to such an extent that the ticking of a watch can 
be heard from one end of it to the other. A 
hundred houses to be erected in Scotland under a 
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housing scheme are to have seaweed mats under 
their floors. To dwellers in flats in which the 
performances of neighbours’ pianos and gramo- 
phones formerly penetrated walls, floors and 
ceilings, says the article in Overseas, ‘“‘Nova 
Scotia’s seaweed will come as a boon and a bles- 
sing.”’” The discovery of a use for the seaweed 
is of advantage to people in crowded cities in 
Great Britain and elsewhere and also of advantage 
to the Nova Scotia industry that collects, pre- 
pares and markets the material.—Mail and Em- 
pire, Toronto, April 3, 1929. 


UNDERTAKERS AND POSTMORTEMS 


The Chicago Undertakers’ Association, which 
is the leading organization of morticians in 
Chicago, has just begun the circulation of a 
questionnaire among the families of persons who 
have availed themselves of the services of mem- 
bers of the undertakers’ association. Among 
other interrogations, the questionnaire asks 
whether or not the deceased was attended by a 
physician, whether or not an autopsy was per- 
formed on the body and by whom, whether or not 
consent was obtained for the autopsy, the nature 
of the autopsy, and the condition of the body 
thereafter. The questionnaire concludes with 
the following significant question: ‘Will the 


nearest relatives and next of kin consent to bring 
suit against those participating in and responsible 


for said unwarranted and illegal autopsy?” Here 
is clearly an attempt to incite prejudice and malice 
against postmortem examinations. Apparently 
also the undertakers’ association would urge 
familics to bring legal action against any one 
participating in and responsible for an autopsy. 
The campaign for recognition of the scientific 
value of postmortem examinations has been a 
difficult one, a constant battle against prejudice, 
ignorance and superstition. The profession of 
undertaking has been attempting in recent years 
to raise itself from the position of a pitiable trade 
to that of a recognized profession. In this 
campaign it has even attempted the adoption 
of a completely new terminology through which 
undertakers have become morticians, undertaking 
parlors have become chapels or mortuaries, 
hearses have become limousine funeral cars or 
casket coaches, the remains or the corpse has 
become the body of the patient, and even the 
coffin has become a casket. It will require, 
however, something more than a change in 
nomenclature to develop for this group a scientific 
type of mind. Until the morticians learn to 
appreciate the significance to the living of proper 
scientific study of the dead, they will continue to 
be simply undertakers regardless of what they 
may call themselves.—J.Am. M. Ass., 92: 811, 
March 9, 1929. 


THE QUACKS OF OLD LONDON 


In a pleasantly written and well-illustrated 
volume Mr. C. J. S. Thompson, lately of the 
Wellcome Historical Museum, who is the author 
of a number of other interesting books dealing 
with certain aspects of medical history, tells the 
story of The Quacks of Old London. Human 
nature and credulity remain much as they always 
were, and so the conditions have ever been favour- 
able for mystery-mongering and quackery; but 
in the Middle Ages there was no real line between 
the regular practitioner and the pretender to the 
art of healing. Little is known about the quack 
doctors who began to flourish here about the 
sixteenth century, in spite of the Act passed in 
1511 in order to suppress them. Two centuries 
later they were enjoying their golden age in this 
country, which has been called their paradise; 
it was then that one of them, William Read, was 
sworn-oculist to Queen Anne, who knighted him 
in 1705, and to George I. Roger Grant and John 
Taylor, ‘‘ophthaliator,”’ in due course succeeded 
Read as quacks in this line of advertised activity. 
A royal protégé, Joshua Ward, was so successful 
in curing the pain in the thumb of George II. 
that he received a vote of thanks from the House 
of Commons, and was protected from any inter- 
ference by the College of Physicians with his 
practice. The account of Mrs. Mapp, or ‘Crazy 
Sally,’’ the bone-setter, who was ‘‘all the cry”’ of 
the town at.one time, but took to drink and died 
miserably near Seven Dials, is enlivened by some 
contemporary verses in her praise. Instances of 
the absence of honour among quacks are given: 
for example, Mrs. Phillips of the ‘““Green Canister” 
in Half Moon Street, Strand, made a fortune by 
selling contraceptives and retired; a rival then 
personated her, and when the real Mrs. Phillips 
returned to the trade there was a struggle of 
advertisements. Early in the sixteenth century 
the Royal College of Physicians was founded, 
with a charter conferring powers to summon 
quacks before it and imprison them; but though 
these powers were exercised the evil grew all the 
same. Mr. Thompson traces the history of 
quackery from Tudor times to the end of the 
eighteenth century, giving many examples of 
the activities of charlatans and their bills of 
advertisement. Moses Stringer, who appears 
to have knighted himself, proclaimed that his 
Elixir Renovans would cure old age and the gout; 
like Mrs. Phillips, a rival spread abroad the 
announcement of his death, and so led to the not 
unnatural protest on Moses’s part that the an- 
nouncement was premature. This interesting 
““Who’s who” of metropolitan quacks of a bygone 
age—and they have too many present-day suc- 
cessors—contains also accounts of bagnios, cup- 
pers, and beauty specialists, and is a book the 
public would do well to read, mark, and inwardly 
digest.—Brit. M. J., 1:75, Jan. 12, 1929. 
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The Artificial Production of Punctate Baso- 
philia and Reticulation in Erythrocytes. 


Cooke, W. E., Am. J. M. Sc. 177: 537, 1929. 


The author claims to have produced in normal 
erythrocytes such changes as punctate baso- 
philia, diffuse polychromasia, and reticulation, 
by subjecting dried films of blood to different 
concentrations of a mixture of benzidin, alcohol, 
and hydrogen peroxide. He believes that these 
changes may be produced experimentally in 
vitro at any time by this method, and considers 
all three as qualitatively the same, varying only 
in degree and the method of production. These 
observations are taken as proof that these 
basophilic conditions are the result of defects 
in the lipoid envelope of the erythrocyte, and 
have nothing to do with nuclear material. 

E. 8. MILLs 


The Relation of Cancer to Old Age. 
J., Am. J. M. Sc. 177: 461, 1929. 


Prof. Ewing has utilized the largest and 
most accurate statistics on cancer of various 
types (carcinoma and sarcoma), and in divers 
organs and tissues, for the purpose of showing 
that the chance of dying of cancer increases 
up to the end of life, and that this chance is 
increasing due to greater longevity and ex- 
posure to cancerogenic agents. ‘‘The main 
factor,’’ writes Ewing, ‘‘which accounts for the 
high incidence of cancer in the aged is the 
lapse of time, which permits the natural termin- 
ation in cancer of processes which have their 
inception in adult life, or in youth, in infancy, 
or even in utero. This principle applies to nearly 
all the tumours arising from tissue abnormal- 
ities, and to a great many of those resulting 
from chronic irritation.’’ He believes that 
arteriosclerosis plays an important réle in the 
development of many cancers of the aged, and 
likewise precocious atrophy and sclerosis of 
single organs in younger persons. The great 
activity of connective tissue in infaney and its 
early reduction in activity, or senescence, are 
suggested as an explanation of the frequency 
of sarcoma in the young. The author cites 
many examples to illustrate his contentions. 

E. 8. MILLs 


Ewing, 


The Ultimate Prognosis in Hay Fever. Racke- 
mann, F. M., Am. J. M. Sc. 177: 333, March 
1929. 


This article is of interest in that it shows 
what may be expected from the present methods 
of treating ragweed hay fever. In the author’s 
series of 410 cases permanent and complete 


relief from symptoms occurred in only 26 
patients (or 6.3 per cent). The results were 
found to be independent of the duration or 
technique of the treatment. Many of the cures 
were found to have persistent positive skin 
tests, indicating clinical but not immunological 


insensitivity to the pollen. 
E. S. MILLs 


Cardiospasm with Special Reference to Etio- 
logy. Soper, H. W., and Cassidy, L. D., Am. 
J. M. Sc. 177: 386, March 1929. 


The authors have analyzed the records of 60 
cases of cardiospasm with special reference to 
possible etiological factors. They were unable 
to find any possible correlated organic disease 
in 31 of the cases. In the remainder, 89 in all, 
the following diseases were co-existing: lesions 
of the stomach or duodenum (ulcer or cancer) 
10 cases; pleural contractures 4 cases; exo- 
phthalmie goitre 3 cases; gall stones 4 cases, 
and the remainder, consisting of arthritis, 
tabes, asthma, ovarian cyst, and cirrhosis of 
the liver, 8 cases. The authors feel that the 
nervous mechanism that controls the cardia is 
very readily disturbed, and that such a disturb- 
ance may result from a number of different 
pathological entities. They believe that the treat- 
ment in all cases should be dilatation either by 
a hydrostatic or a pneumatic dilator. 

E. S. MILLs 


The Role of Hydrochloric Acid in the Causa- 
tion of Gastric Pain. Hardy, T. L., Lancet 
216: 711, April 6, 1929. 


An investigation into this old question was 
prompted by the recent work of Palmer who 
stated that the typical pain of peptic ulcer 
could be produced by the introduction of 
hydrochloric acid into the stomach in various 
concentrations; that he considered this acidity 
the normal stimulus for the pain mechanism; 
and that this reaction constituted a diagnostic 
test for the origin of pain of the ulcer type, dis- 
tinguishing organic gastric from extragastric 
causes. 

The writer repeated and elaborated Palmer’s 
experiments but failed to agree with his con- 
clusions. While such pain is produced faith- 
fully by the acid in a certain number of ulcer 
patients it is not so in all proved cases, nor 
is it constant in a given patient at all times. 
In addition, some sufferers from cholecystitis, 
appendicitis, and functional disorders, gave a 
positive result. The time of maximum pain 
failed to correspond with the period of maximum 
acid concentration, and in some experiments 
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actual relief of pain followed the introduction 
of the acid. 

He concludes that gastric acidity plays only 
a minor role in the causation of pain, but that 
in concentrations of 0.5 per cent, hydrochloric 
acid will reproduce typical gastric pain in sus- 
ceptible individuals suffering from disturbed 
gastric function. 

J. B. Ross 


The Administration of Insulin in Suspension. 
Leyton, O., Lancet 216: April 13, 1929. 


With the hope of prolonging the absorption 
time of insulin and so obtaining a more constant 
supply for the tissues, the dried extract was 
suspended in various non-absorbable oils prior 
to injection. It was found that castor oil would 
suspend 100 units per ¢.c., was painless on injec- 
tion, and forms a stable, non-precipitating sus- 
pension with insulin. All injections were given 
subcutaneously. 

Blood sugar curves following insulin given in 
aqueous solution and in oil suspension to 
diabetics of varying severity, on identical dietary 
and management, showed that the ‘‘feeding”’ 
of insulin to the tissues was much more uniform 
and prolonged when suspension was employed. 
The initial fall of blood sugar was less pro- 
nounced and the secondary rise to the original 
level was greatly delayed, some effect of a single 
dose being still evident twenty-four hours after 
injection. The rate of absorption could be 
varied by changing the concentration of the 
oily suspension without altering the actual dose 
of insulin. Diabetics previously receiving two 
doses per day of aqueous solution showed more 
satisfactory curves of blood sugar on a single 
dose of insulin in oil. 

The writer suggests that this is a field for 
investigation, not only in regard to insulin but 
in regard to other extracts and drugs as well. 

J. B. Ross 


Cephalic Tetanus. Jenkins, J. A., and Barnett, 
G. M. F., Brit. M. J. 1: 547, March 23, 1929. 


This condition has never been of common oc- 
currence, and in the last 25 years has become 


quite rare. It is pointed out, for instance, that 
out of 2,539 cases of tetanus occurring on the 
western front in the war only two were head 
tetanus. Judging from the mortality statistics 
in the eases recorded, the prognosis is much the 
same as that for the more common generalized 
form. It is true that the incubation period is 
less, owing to the shorter distance that the 
tetanus toxin has to travel, but this is offset by 
the fact that the involvement of the muscles of 
mastication draws attention to the development 
of the tetanus at an early stage, and makes it 
more likely that treatment will be begun sooner. 

The case reported was that of a boy of 12, 
who sustained a laceration of the right side of 
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the face from a ericket bat. Five days later 
facial paralysis appeared on that side and the 
following day there was trismus. He then 
rapidly developed signs of an acute toxemia. 
The trismus became intense and there was com- 
plete facial right-sided paralysis. The tempera- 
ture apparently never rose more than a degree 
or two above normal. Three hours after admis- 
sion he was given 15,000 units of antitetanus 
serum directly into the cisterna magna, after 
removal of an equal volume of cerebro-spinal 
fluid. A further 15,000 units were injected into 
the facial nerve, from its exit from the skull to 
its peripheral distribution near the wound: 
20,000 units were given intravenously. The 
wound was opened up and cleansed with eusol. 
These measures were carried out under chloro- 
form and the opportunity was taken then to 
tie corks in between the teeth so that feeding 
could be carried out. 

Slight improvement was soon evident, but it 
was necessary in 12 hours to repeat the serum 
by the same routes as before, and this did not 
entirely remove the trismus and paralysis. Even 
with the improvement he was terrified to swallow 
and refused fluids by mouth. There was a 
noticeable smell of acetone to the breath, al- 
though copious enemata of glucose and water 
were regularly given and retained. 

The progress was satisfactory and in a little 
more than three weeks he was able to walk, and 
was eating and sleeping well. He had been 
receiving the serum at intervals of two days, 
10,000 units intravenously, with an occasional 
additional intramuscular injection. Although 
the trismus steadily abated the paralysis was 
still complete. The serum was kept up as there 
were noticeable though small elevations of tem- 
perature. It was remarkable that in spite of the 
quantity he had received, there was a very strong 
anaphylactic reaction on the oceasion of the last 
intravenous injection. This, however, was 
readily controlled. The ultimate result was com- 
plete recovery in about two months. 

The satisfactory results are attributed to the 
massive doses of serum, and chiefly to the route 
employed at first, 7.e., the cisternal puncture, 
and the injections in the region of the facial 
nerve. 

H. E. MacDERMOT 


SURGERY 


The Treatment of Acute Diverticulitis. Lock- 
hart-Mummery, J. P., Brit. M. J. 1: 588, 
March 30, 1929. 


The symptoms of acute diverticulitis are 
fairly characteristic and are not easily mistaken 
for anything else. The patient as a rule is over 
45 years of age and rather stout. Pain in the 
lower part of the abdomen, tenderness in the 
left iliac fossa just above the pubes, elevation 
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of temperature, which is often accompanied by 
shivering and mild rigors, are the symptoms. 
The pain is not very acute, but it is distressing. 
The tenderness, if looked for, is very definite and 
quite characteristic and pressure causes the pa- 
tient to flinch. The tenderness is localized to a 
certain spot. A definite resistance or tumour 
may be felt in the pelvis on the left side and it 
may be possible to feel it bimanually, but gentle 
manipulation is important or serious conse- 
quences may result. The swelling is differenti- 
ated from carcinoma of the colon by the fact 
that it is definitely tender and that there are 
obvious symptoms of inflammation present. The 
bowels may or may not be constipated. Just as 
in the case of appendicitis, a dose of castor oil 
will often precipitate symptoms and should not 
be administered. If the diverticulitis involves 
the ascending or transverse colon, the symptoms 
may imitate appendicitis, perforated duodenal 
ulcer, and cholecystitis. The inflamed area may 
become adherent to the bladder, the small in- 
testine, or adjacent viscera, or the first symptom 
may be perforation into the general abdominal 
cavity. It is not uncommon for a local abscess 
to develop and for the abscess to rupture into 
the peritoneal cavity, and this is indeed a very 
serious complication. The diverticulum may 


rupture into the bladder and acute cystitis 


result. 

As regards treatment, if perforation has oc- 
curred resulting in general peritonitis, the only 
treatment is to drain the abdomen and perform 
a colostomy well above the perforation. As a 
rule the perforation will be in some part of the 
pelvic colon necessitating a colostomy in the 
transverse colon. Deliberate closure of the open- 
ing caused by the ruptured diverticulum would 
seem a possibility, but this is seldom the case 
owing to the induration. Omental grafting of 
the opening would be safer, but unless the 
diverticulitis is very localized attempts to close 
the opening will usually fail and may be dis- 
astrous. 

The most difficult cases are those in which 
abseess has formed in association with some part 
of the colon, and the abscess has burst or leaked 
into the peritoneal cavity. The obvious treat- 
ment is to drain the abdominal cavity and the 
abscess cavity separately, but it is generally 
found that there is a dense mass of gut and ad- 
hesions forming the wall of the abscess and it 
is most difficult to drain it properly. The author 
knows of few more dangerous lesions to meddle 
with than a mass of diverticulitis of the colon 
with adhesions to other organs and parts of the 
intestine, the abscess resembling a sponge more 
than an ordinary abscess cavity. 

In cases where a diverticulum has perforated, 
but the general peritoneal cavity is not involved, 
a surgeon should not temporize in the hope that 
the abscess will subside. The operation is diffi- 
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cult and dangerous and requires good judgment. 
The involved part of the pelvie colon should be 
lifted up, if it can be freed, and drawn well 
over into the left iliac fossa, and the abscess 
cavity properly drained with a tube or tubes. 
The omentum should be drawn down and 
stitched all around the damaged portion of the 
colon, so as to seal it off and at the same time 
prevent the small intestine from becoming sub- 
sequently adherent. The author has had ex- 
cellent results with this procedure. 

In the cases where colostomy has been per- 
formed, closure must not be delayed too long. 
Six to eight months is probably long enough, 
and, of course, in any case, complete subsidence 
of all inflammatory symptoms should have taken 
place. 

R. V. B. SHIER 


Traumatic Fat Necrosis of the Breast. 
P. J., Brit. M. J. 1: 640, April 6, 1929. 


This condition was first described in 1920 by 
Lee and Adair, and later Hadfield wrote on the 
subject stating that following trauma there de- 
veloped in the breast a lump resembling car- 
cinoma, but which on microscopic examination 
showed areas of fat necrosis only. The eondi- 
tion was produced experimentally by Farr, by 
pinching the subcutaneous fat of young pigs, 
and he concluded that in an area of traumatized 
fat the lipolytic enzyme was liberated, which 
acted on the neutral fat, breaking it down into 
fatty acid and glycerol. 

The lesion differs from the fat necrosis of 
pancreatitis in being of slow evolution, so that 
phagocytosis and fibroblastic proliferation keeps 
pace with cell destruction. The axillary glands 
show no pathological changes. While the con- 
dition is met with in many different sites, yet in 
the breast it is of special importance because of 
the danger of confounding it with scirrhous 
carcinoma. 

In many of the published cases a radical oper- 
ation has been carried out in the belief that the 
condition was carcinoma, only to find, on micro- 
secopie examination, that the true diagnosis was 
that of fat-necrosis. In five of the cases re- 
ported by Lee and Adair the condition developed 
after giving saline infusions into the breast. 
While many patients with carcinoma of the 
breast frequently state that they have suffered 
a knock or blow on the breast, yet the exact 
date and nature of the injury is rather indefi- 
nite. In eases of fat necrosis, however, the exact 
trauma is clearly remembered. 

The interval between the injury and the de- 
velopment of the tumour varies from a week or 
two to several years, but usually occurs in the 
fourth or fifth decade and in women with large 
and fat breasts. The tumour, though hard like 
carcinoma, is better defined and, while super- 
ficial fixity to the skin is present, yet deep fixity 
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is not as a rule in evidence. In a suspected case 
it is necessary to perform a local excision of the 
tumour for microscopic examination and, if this 
microscopic examination bears out the diagnosis 
of fat-necrosis, a more radical operation is not 
necessary. 

R. V. B. SHIER 


OBSTETRICS 


De la Pyélonéphrite dans les Suites de Couches. 
(Pyelonephritis Following Delivery). Mer- 
eier, O., L’Union Médicale du Canada 58: 189, 
April 1929. 

In this paper Professor Mercier, in charge of 
the urological clinie at the Hétel-Dieu, Montreal, 
gives details of four cases of pyelonephritis fol- 
lowing child-birth. He points out that while 
pyelonephritis is very common during the preg- 
nant stage it is more rarely met with after 
delivery. 

In three of Dr. Mercier’s cases catheterization 
had been necessary subsequent to delivery; in 
two of these cases and one other there was a 
history of constipation; in two there was retrac- 
tion of ureter, with narrowing of the lumen and 
consequent obstruction. The author’s conclu- 
sions are :— 

1. Pyelonephritis is a possible, though rare, 
sequel of delivery. 

2. A predisposing cause is obstruction of the 
ureter. The exciting causes appear to be cathe- 
terization and constipation. 

3. Every elevation of temperature post-partum 
that is not clearly due to puerperal infection 
should arouse suspicion of the presence of pye- 
lonephritis. 

4. A diagnosis can be made by finding pus in 
the urine removed directly from the bladder. 


5. The treatment is the same as that of other 
pyelonephritides of non-tuberculous character. 


A. G. NICHOLLS 


PAEDIATRICS 


Roentgen Treatment of Acute Cervical Lymph- 
adenitis. Rosenberg, L., Am. J. Dis. Child. 
37: 3, 1929. 


Eighty children with severe acute inflamma- 
tion of the deep cervical lymph-nodes were given 
roentgen-ray irradiation as the sole therapeutic 
measure. Of this number 68 recovered without 
suppuration. Exposure shortens the duration 
of the inflammatory process, producing either 
rapid resolution or rapid suppuration. Where 
surgical intervention becomes necessary a very 
small incision is adequate. One treatment is 
usually sufficient ; it is most effective when given 
early. The patients in this series range in age 
from six months to seven years. No unfavour- 
able results are noted. Roentgen irradiation is 


P2DIATRICS 679 


the therapy of choice for acute cervical lympha- 
denitis. 
A. K. GEDDES 


The Value of Different Types of Glass for 
Transmitting Ultraviolet Light. Wyman, E. 
T., Holmes, A. D., Smith, L. W., Stockbarger, 
D. C., and Pigott, M. G., Am. J. Dis. Child. 
37: 3, 1929. 


Rats on a rachitogenie diet were exposed to 
measured quantities of ultraviolet light both un- 
filtered and filtered through the various com- 
mercial window glasses. The efficacy of the dif- 
ferent glasses was computed by a comparison of 
the weight curves, calcium and phosphorus con- 
tent of the blood serum, roentgenograms, his- 
tological examination of the long bones and 
studies of their ash content, as checked against 
a control series. The data show that ordinary 
window glass does not transmit enough rays to 
be of any value in the prophylaxis of rickets; 
Vitaglass transmits only a portion of the neces- 
sary rays; while practically as much ultraviolet: 
light passes through Corning glass as is obtained 
by direct irradiation. 

A. K. GEDDES 


THERAPEUTICS 


The Quinidine Treatment of Auricular Fibrilla- 


tion. Parkinson, J. and Campbell, M., Quart. 
J. Med. 22: 281, 1929. 


Fibrillation, oceurring in a person with moder- 
ate or good health, is a medical emergency, in- 
dicating quinidine therapy immediately, usually 
with impunity, and leading to normal rhythm 
for years. Twenty such cases were studied and 
half of these regained normal rhythm or had 
diminished attacks over varying periods up to 
five years of observation. One-fourth had tem- 
porary improvement only. The balance were 
not improved. 

Fibrillation established more than six months 
with enlargement, or gross failure, or with active 
rheumatism or lues yields less frequently to the 
drug and there is more risk in its treatment. 
The results were best when there was no hyper- 
thyroidism nor rheumatic valvular disease. In 
44 selected cases of established fibrillation 
normal rhythm was restored in 68 per cent. 
Two years later 50 per cent were still normal 
and one remained normal after five years. Four 
had short temporary relapses readily yielding 
to the drug. Seven of the 30 successes kept well 
for an average of 18 months before reverting to 
fibrillation. With two exceptions, all were better 
for the normal rhythm. Some were much better 
than they had been when taking digitalis and 
have become quite active. Only two showed 
severe toxic symptoms. Embolism, in two others, 
left no permanent disability. One died suddenly 
while under the drug. C. R. BourNE 
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The Use of Insulin in an Out-Patient Depart- 
ment. Blotner, H., New Eng. Med. J. 200: 10, 
1929. 


It is now an easy matter to control glycosuria, 
but treatment is expensive and its cost may be 
a very important matter to many patients. A 
simple plan of management which saves both 
time and money and yields satisfactory results 
is desirable. Fitz reported an illustrative case 
of a patient who was taught how to ‘‘de- 
sugarize’’ himself with insulin, how to plan his 
diets, and how to test his urine, in three hours. 
Lemann, Grey and Rolly have each reported 
cases treated in a similar way. 

This story was based on forty-eight cases 
coming to the diabetic clinic at Peter Bent 
Brigham Hospital. More than half were for- 
eign-born and did not understand English 
readily. All were considered to need the help 
of insulin. The staff of the clinic consisted of 
a doctor, a dietitian, a nurse, a combined social 
worker and clinic secretary. 

Patients were weighed at each entry and a 
sample of urine tested. Blood sugars were done 
only in selected cases. Patients were not taught 
to weigh food but to use common measures. At 
the patient’s first visit he was given a diet low 
in protein and containing variable amounts of 
fat and carbohydrate. Stout patients were given 
20 calories per kg. of body weight; thin ones 
were given 30 calories per kg. of body weight. 
The protein ration was set arbitrarily at 60 to 
70 grams a day, carbohydrate 60 to 120 grams 
a day, the other calories were made up by the 
fat. If the glycosuria persisted after eating the 
original diet for a time the patient was taught 
how to clear it with insulin. Small doses were 
used at the outset and raised if necessary. No 
trouble from severe reactions was noted. The 
majority of patients thus treated have pro- 
gressed very satisfactorily. This method of 
management appreciably lessens the cost of 
diabetic treatment, resulting from the expense 
of hospitalization and from loss of working 
time. 

LILLIAN A. CHASE 


The Pre-Paralytic Period of Poliomyeiitis with 
the Results of Serum Therapy. Ayer, W. D., 
Am. J. Med. Sc. 137: 540, 1929. 


The author reports 126 cases of poliomyelitis 
seen in the pre-paralytic stage, and treated by 
means of the intraspinous injection of human 
immune or convalescent serum, and 29 cases 
treated by non-specific anti-pneumococeus serum 
alone. Twenty-five cases developed paralysis 
and eight died. Only forty-six cases were seen 
within 24 hours of the onset of the disease. Of 
these, only one died, and one developed exten- 
sive paralysis, a strong argument for the early 
use of the convalescent or immune serum. 


The pre-paralytie clinical picture is usually 
fever of moderate grade, headache and apathy, 
rigidity of the neck, fine tremor of the hands and 
lips, vomiting and sweating. The spinal fluid 
shows increased pressure, globulin, and a pleo- 
eytosis, varying from 200 to 900 cells, sometimes 
polymorphonuclears, at other times lymphocytes. 

The author pleads for the co-operation of all 
authorities in the community with a view to 
maintaining a readily available supply of con- 
valescent or immune serum. 

E. 8. MILLs 


Le traitement de la thrombopénie essentielle 
par la ligature de l’artere splenique. (The 
treatment of essential thrombopenia by liga- 
tion of the splenic artery). Van Goidsen- 
hoven, F., Rév. Belge des Scien. Méd. 1: 97, 
Feb., 1929. 


The author first remarks on the puzzling char- 
acter of the various hemorrhagic diatheses met 
with, and deals in this paper with one form that 
seems to be sharply distinguished from the 
others and fairly easily to be diagnosed. This 
is the form that is due to thrombopenia. The 
affection may be either acute or chronic in type. 

The object of the author’s research was to 
lessen the activity of the spleen by a procedure 
less radical and dangerous than total extirpation 
of that organ. Five cases are described in detail 
from a previously published series, and six ad- 
ditional ones appear in the present paper. While 
all were not cured, most of them were, and the 
others were greatly benefited. 

After ligation of the splenic artery, patients 
presenting the features of severe secondary 
anemia show leucocytosis and a rapid improve- 
ment in the number of the red corpuscles and 
the percentage of hemoglobin. The most im- 
portant change, however, is an increase ‘in the 
number of the blood platelets. After a pre- 
liminary sharp rise the platelets diminish, often 
to about 30,000. This is followed by a second 
considerable rise which is permanent. It does 
not always happen, however, that the rise 
reaches the normal level. The author’s conclu- 
sions are :— 


1. Ligation of the splenic artery is not a seri- 
ous operation. It is the treatment of choice in 
essential thrombopenia. 


2. It should invariably be employed in acute 
eases, where there is no hope of spontaneous 
cure, and in chronic cases in whom the general 
condition is poor. In the latter, transfusion of 
blood should be performed before undertaking 
the operation of ligation. 


3. The question as to the choice between splen- 
ectomy and ligation of the splenic artery in 
chronic eases is left open, but the author rather 
prefers the latter. The results in both cases in 
regard to the thrombopenia are much the same, 
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but the risk attending splenectomy is very con- 
siderable. 

4. The operation of ligation of the splenic 
artery should be tried in many more of these 
eases of thrombopenia, in order that a larger 
body of statistics may be built up, and the value 
of the procedure, therefore, may become more 


clearly apparent. 
A. G. NICHOLLS 


PATHOLOGY 


The Pathology of Diabetes in Young Adults. 
Page, I. H., and Warren, S., New Eng. Med. 
J. 200: 15, 766. 

Autopsy findings in 11 eases of diabetes be- 
tween 12 and 33 years of age are striking be- 
cause of the small amount of pathological change 
that was detected in the pancreas. Four cases 
showed such changes. 


They were: marked re- 
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duction in the number of islands; extensive 
sclerosis of the islands; moderate hyaline degen- 
eration of the islands; fibrosis with a decrease 
in the number of the islands. The other seven 
eases showed no changes in the pancreas. 

The outstanding pathological change in this 
group was the evidence of the disturbance of 
lipoid metabolism, particularly as manifested in 
atheromatous changes in the blood vessels; only 
four of the cases showed no evidence of athero- 
matosis. One case showed lipoid droplets in the 
reticulo-edothelial cells of the spleen and liver. 
These findings call attention to the need for con- 
sidering the lipoid as well as the carbohydrate 
metabolism of the diabetic. 

The younger the individual the less likeli- 
hood there is of demonstrable anatomical change 


in the pancreas. 
LILLIAN A, CHASE 


Obituartes 


Fitzgerald Uniacke Anderson, L.R.C.S. (Edin. 
1883), L.R.C.P. (Edin., 1883), M.R.C.S. (Eng. 1884). 
Following an illness that extended over two years, 
Dr. F. U. Anderson passed away, on April 14th, at his 
home in Halifax, aged seventy years. The following 
obituary appeared in the local newspapers:— 

‘‘The death occurred yesterday morning of Dr. 
Fitzgerald Uniacke Anderson, who had just entered 
his seventieth year. Two years ago he was operated 
upon by Dr. Harvey Cushing of Boston for a tumour 
on the brain. For a few months afterwards he enjoyed 
fairly good health, but for the last year he had been 
confined to his bed with a gradually increasing 
paralysis. 

Dr. Anderson was born in Halifax and studied 
medicine in Edinburgh, where in 1883 he gained the 
diploma of the Royal College of Surgeons. He 
also became a member of the Royal College of Sur- 
geons, England. On his return to Nova Scotia he 
settled in Yarmouth, but came to Halifax about 1890, 
where he soon took a leading place in his profession. 
He was regarded as a wise counsellor, a faithful and 
cheerful colleague, and enjoyed in a high degree the 
confidence and affection of his patients. He was 
esteemed as a man of sterling character and strong 
opinions, but modest and somewhat retiring in disposi- 
tion. He was an unusually good anatomist and for 
years assisted the late Dr. Lindsay, Professor of 
Anatomy in the Medical School. The increasing strain 
of a large practice affected his health and he retired 
from active work in 1905. 

Dr. Anderson was a great lover of outdoor life, 
an expert angler, and a very good shot. He was also 
an accomplished yachtsman, and on his retiring from 
practice had a fine yacht built, the well-known Wawa. 
Few men knew the coast of Nova Scotia as he did. 
He made frequent cruises with a south-shore fisherman 
for crew and occasionally a friend or two all round 
Nova Scotia and up the Gulf of St. Lawrence as far 
as Gaspé, and could tell of some thrilling experiences. 
He was at one time Vice-Commodore of R.N.S.Y.S., 
and last year was made an honorary member of 
R.N.S.Y.C. 

When the war broke out in 1914 he sold his yacht 
and devoted himself to war work. At the time of the 
explosion in Halifax he did a great deal of valuable 
service, not only in the overwhelming amount of 


surgical work which taxed the energies of all the 
doctors in the city, but in an executive capacity, 
organizing and directing relief work. 

In recent years he took pleasure in his motor car 
and travelled all over the province. Among his many 
accomplishments he was an excellent amateur mechanic 
and had imported from England a very fine lathe with 
which he amused himself in the winter months, grind- 
ing and polishing castings for the repair work in the 
machinery of his car. 

That he had been retired for twenty years from 
the active practice of his profession will account for 
the fact that he was probably unknown to one-half of 
the doctors of the day, but there are still a goodly 
number of medical men and a very great number of 
old patients who will learn of his passing with great 
regret.’’ S. L. WALKER 


Dr. BE. A. Alway, a graduate of Queen’s in 1869, 
died in Bartonville early in May. 


Dr. Thomas Armstrong, who had practised in 
Toronto for more than fifty years died on April 9, 
1929. A graduate of the old Toronto School of Medi- 
cine in 1859, he must have been studying medicine at 
the time the Toronto School, as it was to be called, 
seceded from the Rolph School. Dr. Armstrong had 
practised continuously up to a few years ago. He had 
been at one time the coroner of York. 


Dr, John McLeod Baldwin, nephew of the Honour- 
able Robert Baldwin, the well known statesman of 
Upper Canada, died in Bowmanville on April 7, 1929. 
A graduate of Trinity Medical Faculty in 1902, Dr. 
Baldwin practised in Toronto until the breaking out of 
the great war. He went overseas with the C.A.M.C., 
and on his return, not being in the best of health, 
gave up the practice of medicine to engage in horti- 
culture. 


Dr. J. W. Edwards, of Kingston, died in Kingston 
during March. 


Dr. K. T. Hunter, a graduate of Toronto in 1927, 
died of meningitis, while pursuing his graduate studies 
in England. 
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Dr. H. G. Kemp, a graduate of McGill in 1896, 
died in Toronto early in April. 


Dr. Edward Meek, a graduate of Toronto in 1899, 
died at Port Rowan towards the end of April. 


Dr. David Henry Piper, an old practitioner, died 
in London, Ont., in the month of May. Dr. Piper 
had been a member of the College of Physicians and 
Surgeons since 1887. 


Dr. M. S. Wade, the Dean of the medical profession 
in Kamloops, died on April 23rd. 

Born in Durham County, England, in 1858, he 
studied medicine in Glasgow and later in Toronto, 
where he graduated in 1883. He registered as a medi- 
cal practitioner in British Columbia the same year, 
and soon joined the medical staff, under the Onder- 
donk contract for the construction of the Canadian 
Pacific Railway. Private practice in Clinton and in 
Victoria followed, filling in the years until 1895 when 
he located in Kamloops. : 

The spell of the printed word always appealed to 
the spirit of the journalist in him, and in 1895 we 
find him editing the Inland Sentinel. Although he 
never wholly abandoned the practice of medicine, 
from this time on his interests were largely in his 
journalistic and literary work. 

In 1914 he retired from active newspaper work, 
and the period of productive historical writing com- 
menced. His articles dealing with the history of 
British Columbia appeared in the daily papers, the 
Fortnightly Review, the Canadian Magazine and other 
periodicals. His earlier published works, ‘‘The 
Thompson Country’’ and ‘‘The Founding of Kam- 
loops’’ prepared the way for ‘‘ MacKenzie of Canada.’’ 
This outstanding piece of historical writing was pub- 
lished about three years ago, so that before his death 
he knew of its enthusiastic reception by historical 
students everywhere. It will be exhibited in the 
‘*Hobbies Department’’ at the Canadian Medical 
Association meeting in Montreal in June. 

When the Historical Section of the Canadian 
Medical Association was formed in 1928, Dr. Wade at 
once interested himself in this and, had his life been 
prolonged, would have been active in the work. 

A man of judicial mind, he filled the position of 
Police Magistrate in Kamloops for many years. He 
had an intimate knowledge of the law and his decisions 
were seldom questioned. 

He was a charming, versatile man, of distinguished 
appearance and many interests—cricket, boating, 
gardening, following one another with the advancing 
years. Active up to his death, he was an outstanding 
figure in this community. 


H. H. Murpuy 


James Walter Woodley, M.D., C.M., M.C., died 
suddenly at Calgary on April 28th. 
Dr. Woodley was born at Rockland, Ontario, on 


April 5, 1875. He received his early education at the 
local schools, later attending Woodstock College and 


LEPROSY SURVEY IN TRAVANCORE.—With a view to 
inaugurating a campaign against leprosy in Travancore 
a health survey party, under the auspices of the Indian 
Council of the British Empire Leprosy Relief Associa- 
tion, has commenced an investigation in Trivandrum. 
It is hoped to determine the actual incidence of leprosy 
in Travancore, where it is believed to have increased by 
85 per cent in the last ten years. Which classes of the 
population are the most affected will be determined, and 
a comparative study is being made of the conditions in 


the Ottawa Collegiate. After a short period at Moose 
Jaw, Sask., he entered the faculty of medicine at 
McGill where he received his M.D., C.M., in 1899. 
Immediately following graduation Dr. Woodley pro- 
ceeded west, and after a short period of contract prac- 
tice in the Yukon he settled at Ladner, B.C., where 
he built up a large country practice. In 1910 he moved 
to Vancouver. At the outbreak of war he held a 
commission in the 18th F. A. and volunteered his 
services at once. He went overseas with the 13th 
F. A. in 1916. The brave and fearless manner in 
which he carried out his duties earned him the Military 
Cross. He was invalided home in 1918. 

Upon his return to Canada the Board of Pension 
Commissioners made a request for Dr. Woodley’s 
services. He carried on as Chief Medical Examiner 
in the Vancouver office until six months prior to his 
death, when he was transferred to the Calgary office. 

A somewhat abrupt manner masked a warm heart. 
His work on the Pension Board was marked by a 
quiet determination that right must prevail, and many 
a pensioner, with a meritorious case, perhaps taken 
aback at the brusqueness of his reception was to find 
later that he had a persevering and fearless champion 
in Dr. Woodley. He was intensely loyal to his 
personal friends, highly esteemed in the medical pro- 
fession, and extremely popular with his office staff, 
both in Vancouver and in Calgary. He detested sham 
and affectation and would have naught to do with 
politics or politicians. If he made enemies it was 
with those who played politics instead of playing the 
game. 

As a sportsman Dr. Woodley was well known. 
While a student he played football, and he won the 
half mile at McGill. In the west he was perhaps best 
known on account of his association with the Vancouver 
Rifle Association. In 1921 he registered a possible at 
all three ranges at Richmond, Vancouver, a record 
which has been equalled on no more than one or two 
occasions in the whole of Canada, and has never been 
equalled in the west. He was a regular competitor at 
the provincial shoot and carried off many prizes. He 
could always be relied upon to make a good score at 
the Gun Club. He was a keen hunter and was very 
successful in bagging deer, goat, moose and sheep His 
friends were always well supplied with ducks and 
pheasants during the season. He always spent his 
holidays in the late autumn on camping trips, accom- 
panied by Mrs. Woodley, and he invariably carried a 
fishing rod, a shot gun and a rifle. While his health 
permitted he played a robust game of tennis. Latterly, 
he took up the game of golf with the same enthusiasm 
with which he entered into the more strenuous forms 
of sport. 

In 1900 he was married to May Chamberlin, of 
Aylmer, Que., who survives him. He leaves two sons, 
Ralph and Arthur, and two daughters, Mrs. Gilber 
and Mrs. Burpee Hume, all of Vancouver. He is also 
survived by three sisters, Mrs. Jones of Grand Canyon, 
Arizona; Mrs. Anderson of Moose Jaw; and Mrs. Cross 
of Regina. 


A. R. THOMSON 


the leprosy and non-leprosy areas. It is hoped that in- 
formation of etiological and prophylactic importance will 
thus be obtained. The introduction of new methods of 
treatment in the State Leper Asylum and open leprosy 
clinics will be undertaken. The Travancore Government 
is assisting the survey party actively, and has given 
facilities to subordinate officers of the medical depart- 
ment to undergo special training, which will enable them 
to co-operate more actively in the coming campaign— 
Brit. M. J., Aprik 6, 1929. 





Hews Ftems 


GREAT BRITAIN 


Report of the Radium Committee, and Prompt Action 
by the Government 


The radium subcommittee appointed by the Com- 
mittee of Civil Research on July 7, 1928, to examine 
the radium requirements of Great Britain in relation 
to the present sources of supply and to submit recom- 
mendations, has just issued its report as a parlia- 
mentary paper. Its conclusions in brief are as 
follows. Knowledge of the properties of radium for 
the treatment of cancer, and of the technique of its 
application has advanced very rapidly in recent years, 
and an increasing amount of radium is likely to be 
required for medical purposes in Great Britain. The 
Government’s stock which is available for these pur- 
poses is 2.2 grams and the amount belonging to hos- 
pitals and private practitioners is estimated at about 
22.7 grams making a total of nearly 25 grams while 
to meet present needs some 50 grams in all are re- 
quired, that is, an immediate addition of about 24 
grams to the existing national stock. Owing, how- 
ever, to lack of trained personnel and the inadequacy 
of existing hospital accommodation probably no more 
than 20 additional grams could be effectively absorbed 
for medical purposes by the end of 1930. Full advan- 
tage can be obtained from a given suantity of radium 
only when it is constantly in application, namely, when 
it is transferred from one patient to another with a 
minimum of delay. Such conditions are only to be 
found in centres with the necessary specialist 
personnel, technical equipment and available beds. 
There is at present no common policy between the 
hospitals in acquiring radium, and existing private 
stocks have been acquired for particular localities 
without reference to the needs of the country as a 
whole. <A central stock of radium and systematic 
methods for its distribution are therefore urgently 
needed. In the light of these findings and conclusions, 
the subcommittee recommends that steps should be 
taken at once to acquire by instalments 20 additional 
grams of radium for medical purposes, and that a body 
entitled the National Radium Trustees should be ap- 
pointed to hold the funds provided by parliament, and 
to purchase and hold radium for use by a body of 
experts, to be called the Radium Commission. We are 
glad to notice that, on April 16th, the Chancellor of 
the Exchequer said that the Government accepted the 
financial recommendations of the subcommittee. The 
purchase of 20 additional grams of radium would cost 
about £200,000, of which the Government would con- 
tribute up to a maximum of £100,000 on the basis of 
one pound for every pound privately subscribed. In 
making this grant he said that the subcommittee’s 
recommendations on the subject of organization had 
been accepted in principle, but the precise form of 
the organization of the holding and distributing bodies 
would remain open for further discussion. 


Asthma Research 


The Asthma Research Council, which is under- 
taking the scientific investigation of asthma, hay-fever, 
eczema, migraine, and such-like diseases, has issued a 
statement setting forth the amount of progress that 
has been made up to the present. Clinics for these 


special affections have been opened up in London, at 
Guy’s Hospital, the Great Ormond St. Hospital for 
Sick Children, and at the London Clinic, Ranelagh 
Road, physical methods of treatment, including inhala- 
tions, ultra-violet irradiation, diathermy, and breathing 
exercises, are being tried out, under the direction of a 
specialist familiar with the best continental work 
along these lines, as exemplified at Mont Doré, Bad 
Reichenhall, and Ems. Research work has been going 
on at St. Mary’s Hospital for many years, and this 
is to be continued. A research worker will be ap- 
pointed at King’s College Hospital to study the experi- 
mental production of asthma and the effect of drugs 
on the paroxysm. At Brompton the relationship of 
asthma to general respiratory diseases will be studied, 
and at the London Hospital the value of x-ray therapy 
will be tested. No line of investigation which gives 
any promise of increasing our knowledge of these 
puzzling and troublesome disorders is to be neglected. 
An interesting feature is the appeal which is being 
made to asthmatic sufferers to co-operate. All 
sufferers and the parents of all children suffering 
from asthma in Great Britain and the Overseas 
Dominions are being invited to assist the campaign, 
not only by subscribing but by filling in family 
history forms, which, it is hoped, will give valuable 
information as to the influence of heredity in asthma 
and its allied disorders. A report of progress will be 
published annually and will be supplied to subscribers 
and the Press. 


Sir J. Barrie’s Gift 


All the rights in Peter Pan have been presented by 
Sir James Barrie to the Hospital for Sick Children, 
Great Ormond-street. The hospital authorities under- 
stand that this act is due to Sir James Barrie’s de- 
cision to make during his lifetime a gift which he had 
originally intended to make in his will. The play will 
become the property of the hospital and all profits 
from its performance or publication will go to the 
hospital. It is estimated that it will yield an income 
of at least £2,000 a year. The gift is wholly uncon- 
ditional and the income will be devoted to the general 
purposes of the hospital. 

The appropriateness of such a gift to help sick 
children needs no emphasis. Sir James Barrie, him- 
self, in his dedication of the published play, has con- 
fessed his debts to certain children for it. It is the 
play which he has said he has no recollection of 
writing; the play which was played so long by those 
children before it was written. He has talked of the 
laughter of those children ‘‘ in which Peter came into 
being long before he was caught and written down.’’ 
Never was so sensible, so just, so appropriate a deed 
of charity. 


Award to Sir George Makins 


At a quarterly meeting of the council of the Royal 
College of Surgeons of England the Honorary Gold 
Medal was awarded to Sir George Makins in apprecia- 
tion of his valuable services to the College, more 
especially in arranging and describing the series of 
drawings in the Army Medical War Collection. 
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NOVA SCOTIA 


Pending the erection and equipment of a hospital 
in Wolfville to be known as the Eastern Kings County 
Hospital, Westwood Hospital which has been operated 
by Dr. C. E. A. deWitt as a private institution will, 
after May ist, be conducted under the direction of 
Doctors Elliott, Cochrane, Chase and DeWitt, Miss 
Bingston, and Mr. George Boggs. In this connection 
we note newspaper references te the presentation of 
property by Mr. Geo. E. Calkin te the *town of Kent- 
ville for hospital purposes. Perhaps we had better go 
slowly in this matter of hospital construction. 


A local newspaper says there are about 135 doctors 
for every 1,000 persons in this country. We are cer- 


tainly very much misled regarding physicians in Nova 
Scotia by the list as published in the medical register. 
The General Secretary of the Medical Society of Nova 
Scotia has never been able te locate more than 400 
doctors who may, be regarded as being in actual prac- 
tice in this province. The newspaper intimation 
would indicate that we had about 775. The actual 
number does not exceed 400. 


Dr. W. H. Hattie and Mrs. Hattie returned from 
their winter in the south a few days ago. All will be 
glad to know that the Doctor’s health has greatly 
improved. S. L. WALKER 


NEW BRUNSWICK 


The immunization of school children and pre- 
school-age children against diphtheria is now almost 
completed in Saint John and the neighbourhood. 
Various other municipalities throughout New Bruns- 
wick are now proceeding with this very important 
work. 


The work on the foundations of the Nesbitt wing 
of the Saint John County Hospital has been started. 
The construction is in the hands of the Acme Con- 
struction Company. 


Dr. Mayes Case of Saint John, and Dr. J. M. 
Barry of the same place, lately spent some time in 
New York City. 


Dr. H. L. Abramson, Provincial Pathologist, ap- 
peared recently at Dalhousie in connection with several 
cases at the spring assizes. 


Dr. W. W. White, Mayor of Saint John, is at 
present indisposed. His friends hope that his re- 
covery will be rapid. 


Dr. H. S. Everett of Saint Andrew’s has returned 
after spending a week in Montreal. 


Dr. C. R. Baxter of Moncton was recently elected 
president of the newly formed Moncton Acero Club. 


Dr. W. E. Gray, of Milltown, was a recent visitor 
in Montreal. 


Dr. E. Kennedy, of Sussex, has returned to his 
practice after spending some time in New York. 


Dr. and Mrs. George Skinner and infant sailed 
for Europe this month on the C.P.0.8. Duchess of 
Richmond. 


Dr. A. B. Walter, lately of Cambridge, has re- 
turned from a post-graduate course in Montreal and 
intends to practise in Saint John. Dr. Walter’s ap- 
pointment to the medical staff of the General Public 
Hospital, Saint John, has been confirmed. 

A. STANLEY KIRKLAND 


QUEBEC 


The work in the Three Rivers—Cap-de-la-Madeleine 
Health Demonstration is progressing very favourably 
indeed. The city voted $1 per head for the construc- 
tion of a sanatorium and Cap-de-la-Madeleine voted for 
the same cause an even larger amount. The Seal Sale 
this year amounted to $2,168.62. The Cooke Hospital 
Committee, who are responsible for the erection of a 
sanatorium for the demonstration area and surround- 
ing territory approached the government and received 
a sufficient grant to purchase a splendid site on the 
north bank of the St. Maurice river and also promised 
the committee half the cost of erecting and equipping 
one hundred sanatorium beds. It is expected the 
Rotary Club will move its summer camp for children 


this year to this site. The area concerned has in- 
creased its population 50 per cent during the demon- 
stration, and this in itself interferes with results as 
compared with a stationary population. With the 
sanatorium occupied next winter, and work among the 
industries now planned, the demonstration, in spite of 
many difficulties which could not be foreseen, may yet 
emerge with flying colours. In any case, it has de- 
veloped locally and provincially staunch friends who 
are giving of their best to make it a success. There 
have been to date two hundred and six cases of tuber- 
culosis from the demonstration area treated in the 
sanatoria of the province, sixty-five cases being cared 
for last year by Laval Hospital, Quebec. 


ONTARIO 


Dr. Joseph Bloodgood, of Johns Hopkins Medical 
Faculty, who was visiting Toronto at the invitation of 
the Social Hygiene Committee gave a popular address 
on cancer on Sunday, April 14th. The following day 
Dr. Bloodgood was the guest of honour at a luncheon 
given at the Granite Club by the Committee of Social 
Hygiene. On the afternoon of the same day he ad- 


dressed a special meeting at the Academy of Medicine, 
dealing more partieularly with the diagnosis of malig- 
nancy in its early stages, and with the treatment 
necessary for securing the best results. Dr. Bloodgood 
stressed the necessity of being suspicious of all growths 
of the skin which do not pursue an entirely innocent 
eourse. It was apparent by his method of handling 
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the subject that the surgical treatment was to him the 
one to be preferred. There was an excellent atten- 
dance. Much interest was shown in the speaker's 
method of demonstrating with three lanterns, a method 
allowing him to cover a great deal of ground in the 
allotted time. 


The nominating Committee of the Academy of 
Medicine met on April 26th. Dr. W. W. Jones was 
nominated for President; Dr. D. King Smith, for Vice- 
President; Dr. S. Pentecost for Secretary; and Dr. 
Brefney O’Reilly as Honorary Treasurer. The elective 
members for the council were also voted for. 


. THE. CANADIAN .MEpICAL- ASSOCIATION JOURNAL #2 --<>-.- 


Dr. Gwyn addressed the York County Medical 
Association at Richmond Hill on April 24th, taking as 
his subject ‘‘ Acute pulmonary accidents.’’ 


N. B. Gwyn 


‘*The Harvey Club’’ of London, Ontario, held its 
April meeting at the Queen Alexandra Sanatorium, 
when~ Professor Charles Clifford Macklin gave an 
address on ‘‘The musculature of the bronchi.’’ 

Dr. F. W. Luney was elected President, and Dr. 
Harold Little, Secretary for the coming year.’’ 


SASKATCHEWAN 


The first post-graduate tour of this season will 
commence in this province at Swift Current, May 13th, 
and will end at Prince Albert May 23rd. The points 
visited will be Swift Current, Moose Jaw, Wevburn, 
Regina, Wolseley, Saskatoon, Yorkton, Prince Albert, 
and North Battleford. The visiting speakers are Dr. 
J. W. Richardson and Dr. W. H. McGuffin, of Calgary. 


The first full time health district in Saskatchewan 
is now in operation. It includes eight municipalities 
and the village of Meyronne, LaFléche, Limerick, 
Woodrow, Kincaid, Hazenmore, Bateman, Hodgeville, 
St. Boswells, Palmer, Shamrock, Ettington, Vantage, 
Vanguard, and the town of Gravelbourg. The estim- 
ated cost for this unit for the first year is $14,000, 
one-half of which is provided by the municipalities 
and the other half is to be found by the provincial 
government. This year the Rockefeller Foundation is 
assisting the provincial government to the extent of 
one quarter of the cost. 

The physician in charge, Dr. Antonio Gregoire, who 
is a graduate of Laval University; the nurse, Miss Kate 
Nickle, Reg.N., and the sanitary inspector, Mr. E. 
Hockley, have, through the courtesy of the Rockefeller 
Foundation, taken a two months’ course in public 
health work. Part of this time was spent in studying 
the policy of the City Health Department of Toronto 
and part of the time was spent in one of the training 
centres in Darke County Health Unit with head- 
quarters at Greenville, Ohio, under the supervision of 
Dr. Barnes, Health Commissioner there. The Rocke- 
feller Foundation has made special provision for this 
as a training station for those who are engaging in 
the work of the Public Health Units. This training 
has enabled the personnel to become fully acquainted 
with each phase of the organization as they really 
acted as temporary members of that staff. 

Miss M. A. Pacquette who is in charge of the 
office has had several months’ training in the 
Provincial Laboratory, Regina, which will enable her 
to do water analysis, milk examination, examination 
of sputum, throat swabs, smears, etc., in addition to 
doing the stenographic and filing work. A supply of 
laboratory containers, vaccine, sera and literature will 
be kept on hand at this office. 

The sanitary officer is at present making a sani- 
tary survey of the district which will furnish him 
with a general knowledge of the care taken to protect 
the water, milk, and food supplies for the people of 
the towns as well as on individual farms. He will also 
assist in seeing that quarantine measures are carried 
out and will see that thorough cleansing is carried out 
after communicable disease. 


The public health nurse will be engaged in follow 
up school inspection work, promote personal hygiene, 
do home visiting, arrange pre-natal clinics and pre- 
school examination clinics, give home nursing instrue- 


tions, assist at immunization clinics, and keep nursing 
and maternity homes. under supervision. 

The medical director will do medical inspection 
of schools, assisted by the nurse; attend pre-school 
examination eclinies; be available for consultation in 
connection with cases of suspected tuberculosis and 
other communicable diseases; arrange for lectures, 
exhibits, and demonstrations. on health education; 
promote immunization work against smallpox, diph- 
theria, typhoid and scarlet fever; encourage periodic 
health examinations and have reports compiled. 

The desire is to extend to the local districts a 
public health service similar to that: enjoyed in «4 
city, with a full-time personnel, but adapted to rural 
conditions. 


Too often there is a gulf of misunderstanding be- 
tween hospital boards and attending staffs; the former 
are considered hard headed business men, and the 
latter, impractical theorists. To bridge this gulf was 
the purpose of the dinner tendered the staff of the 
Regina General Hospital by the Board of Governors on 
April 22nd at the Parliament Buildings. Hospitality 
and good cheer abounded. After community-singing, 
speeches were given by Ald. Champ, Chairman of the 
Board;, by Dr. D. 8S. Johnstone, chairman of the Sur- 
gical Committee; by Dr. W. A. Thompson, Chairman 
of the Obstetrical Committee; by Dr. H. George, 
Chairman of the Medical Committee; by Ald. Dixon, 
Chairman of the Building Committee, who discussed 
plans for the new nurses’ home; by Ald. McInnis, 
Chairman of the Finance Committee; by Dr. S. E. 
Moore, and by Dr. D. Low, who discussed the location 
of the new home. Dr. 8. Hewitt, the new Super- 
intendent, briefly outlined plans for separation of 
surgical and medical cases and told of progress in 
preparation of several observation wards. 


At the annual convention of the Saskatchewan 
Registered Nurses Association held in Saskatoon in 
April the following officers were elected: president, 
Ruby M. Simpson, Department of Public Health, 
Regina; 1st vice-president, Jean McKenzie, Junior Red 
Cross, Regina; 2nd vice-president, Margaret McGill, 
Normal School, Saskatoon; councillors: M. Mont- 
gomcry, The Sanatorium, Fort Qu’Appelle; Sister 
O’Grady, Grey Nuns’ Hospital, Regina. 

This convention decided to grant an annual 
scholarship for university post-graduate study for 
nurses to the amount of $500 to be used in taking a 
course in teaching in schools of nursing. The first 
scholarship is to be given this year and is open to 
any registered nurse in Saskatchewan whose credentials 
are satisfactory to the scholarship committee, of which 
Miss Ruby Simpson is the chairman. 


Dr. T. R. Brownridge, formerly of Grenfell, is 
now practising at Kindersley. 





THe CaNnaDIAN MEpIcAL ASSOCIATION JOURNAL 


aj 


Irradiated Ergosterol 


Announcement 
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The J.A.M.A., April 13, 1929, comments edi- 
torially on Irradiated Ergosterol as follows :— 
‘‘In human infants a daily dosage of consider- 
ably less than 4 mg. (6/100 grain) has already 


that this quantity may be considerably larger 
than the minimal protective dose. It should 
not be surprising, therefore, if larger quantities 
of such potent substances would exert a pro- 
nounced effect on the organism in directions that 
may not always be merely beneficial.’’ 


And further, ‘‘Hyperecalcification (eburna- 
tion), abnormally high blood pressure and 
hypercalcemia need at least to be borne in mind 
during the present stages of educational adjust- 
ment to new therapeutic possibilities. ’’ 


| 
been demonstrated to be curative in eases of 
unmistakable rickets; and there is little doubt 
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Dr. W. A. Kirkpatrick, formerly of Lacadena, is 
now located at North Battleford. 


The regular meeting of the Battleferd District 
Medical Society was held at the Mental Hospital on 
Friday April 5, 1929. This meeting was addressed by 
Dr. Edgar Allin of Edmonton who spoke on ‘‘Surgical 
diseases of the gall bladder.’’ His paper was greatly 
appreciated. 


At the regular monthly meeting of the Regina 
Medical Society held May 9th, Dr. R. G. Ferguson of 
the Sanatorium, Fort San, addressed the members, 
giving an account of his recent trip to Europe which 
was of great interest medically and otherwise. 


Dr. J. Hollenberg has moved his office from 
Melville to Winnipeg. 


Dr. Eli Gorelick has now opened an office at 
Freemont, Sask. 
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Dr. G. R. Davison is now on the medical staff at 
the Sanatorium in Saskatoon. 


Dr. W. 8S. Allan has begun practising in Regina. 


Dr. J. G. Toombs has opened an office in Moose 
Jaw. 


Dr. N. D. Holubitsky, a graduate of Alberta, is 
new practising at Canora. 


Dr. A. L. Swanton is now practising at Mazenod. 


Dr. E. P. Angelle, a Manitoba graduate, is now 
at Melville, having taken over Dr. J. Hollenberg’s 
practice. 


Dr. H. A. Quackenbush is practising at Island 
Falls. 
LILLIAN A. CHASE 


BRITISH COLUMBIA 


The annual meeting of the District No. 6 Medical 
Society, Vancouver Island, was held at Nanaimo on 
April 24th, when a very excellent attendance of medical 
men from all parts of the Island listened to instructive 
and interesting addresses given by Dr. J. Christie of 
Vancouver on ‘‘ Urticaria and allied conditions’’; Dr. 
J. W. Arbuckle of Vancouver on ‘‘ Puerperal infection ’’ ; 
and Dr. W. L. Graham of Vancouver on ‘‘Internal ob- 
struction.’’ The Executive Secretary of the British 
Columbia Medical Association was present, and gave a 
talk on the activities of the Association during the past 
twelve months, particularly dealing with legislative 
affairs. 

The following officers were elected for the ensuing 
year: 

President, Dr. G. K. MacNaughton, M.L.A., Cum- 
berland, B.C.; Vice-president, Dr. G. A. B. Hail, 
Nanaimo; Honorary Secretary-Treasurer, Dr. T. J. 
McPhee, Nanaimo; Representative to the Executive of 
the British Columbia Medical Association, Dr. O. G. 
Ingham, Nanaimo; Members of the Executive, Drs. 
H. B. Rogers, Chemainous; H. B. Maxwell, Ladysmith; 
O. T. Hilton, Port Alberni. 


There have been two meetings of the local members 
of the Executive of the British Columbia Medical 
Association held this month, the last of these being 
specially walled to discuss the important question of 
health imsurance. 


Dr. J. H. MacDermot has been chosen as delegate 
of the British Columbia Medical Association to the 
National Council of Education. 


Four applications for membership in the British 
Columbia Medical Association were approved by the 
Executive this month, these being: Drs. Stanley G. 
Mills, Rock Bay; Robert Elder, Nanaimo; Edmund 
Lewis Reid, Nelson; and P.S. McCaffrey, Agassiz. 


Dr. A. R. Thomson of the Pensions Board is con- 
valescing after a recent motor accident. 


Dr. W. O. Rose of Nelson has left for an extended 


holiday, leaving his practice in the care of Dr. F. M. 
Auld. 


Dr. J. H. Hamilton of Revelstoke is taking a 
holiday in California. 


Dr. L. G. C. d’Easum, who has been assistant to 
Dr. A. E. H. Bennett, of Ocean Falls, for some time 
past, has resigned his position to enter private practice 
in partnership with Dr. R. McCaffrey of Chilliwack. 
Dr. d’Easum’s place has been taken by Dr. P. P. 
Smyth, who has recently returned to the province 
after some years’ absence. Dr. Smyth was formerly 
in practice at Swanson Bay, and also in Nanaimo. 
C. H. BAstTIN 


The spring post-graduate tour, made possible by 
the generosity of the Sun Life Assurance Company, 
and arranged by the Canadian Medical and British 
Columbia Medical Associations will be held in June. 
Commencing in the East Kootenay on June 19th the 
tour will finish at Prince George on July 10th. 


The annual meeting of the British Columbia Medi- 
eal Association will be held this year in September, 
and arrangements are already on the way for a big 
clinical, business, and social program. The following 
men from the east are expected to be present: Dr. A. 
T. Bazin, President, Canadian Medical Association, 
Montreal; Dr. T. C. Routley, General Secretary. 
Canadian Medical Association, Toronto; Dr. K. A. 
MacKenzie, Associate Professor of Medicine, Dalhousie 
University, Halifax; Dr. Geo. H. Murphy, Associate 
Professor of Surgery, Dalhousie University, Halifax; 
Dr. G. E. Richards, Professor of Radiology, University 
of Toronto; Dr. Geo. S. Young, Associate Professor of 
Medicine, University of Toronto; Dr. H. B. Van 
Wyck, Associate Professor of Obstetrics and Gyneco- 
logy, University of Toronto. 

One need hardly add that this group of speakers 
will present a type of program which will be most 
acceptable. This team will be supplied by the Canadian 
Medical Association, without any cost whatever to the 
Provincial Association. 


Dr. E. R. Ziegler has returned to his practice at 
Campbell River, after three months’ post-graduate work 
at Chicago and Rochester. 
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Iwo New Liquid 
Preparations 


IPAPHEN 


a Cough Syrup for Infants 


IPAPHEN is an agreeable liquid 

preparation, free from opiates, com- 
bining sedative, anti-spasmodie and 
expeetorant properties. It is an exceed- 
ingly palatable preparation. 


It will be found of great value in 
reducing the frequency and severity of 
the paroxysms of whooping cough. The 
tenacious secretions of the respiratory 
passages are readily liquefied and ex- 
pelled, thus reducing the tendency to 
vomiting. 


As a general respiratory sedative and 
expectorant mixture, these same pro- 
perties give Ipaphen outstanding value 
in the treatment of acute and chronic 
bronchitis. 


Each fluid ounce contains: 


Phenobarbital . . % gr. 
Sodium Citrate . Soo 
Wine of Ipecac . 12 min. 


associated with Syrup Tolu, Syrup 
Wild Cherry and Spirits of Chloroform. 


DOSE.—Infants: 1 to 2 years, % to 1 tea- 
spoonful every 4 hours. Children: 2 to 4 
years, 1 to 2 teaspoonfuls every 4 hours. 
Older and younger children in proportion. 


THIOCY NE 


—for the Treatment of Hypertension 


N the treatment of Hypertension, 

Thiocyne may be classed as a specific. 
Each fluid drachm contains 244 grains 
Sodium Thiocyanate (20 grains to the 
fluid ounce), in an agreeably flavoured 
vehicle, which makes an ordinarily un- 
palatable preparation relatively pleas- 
ant to take, and without attendant 
gastric irritation. 


Given by mouth in doses of one tea- 
spoonful three times daily, Thiocyne 
will cause a significant fall in blood 
pressure after four to eight days treat- 
ment. The systolic pressure is especially 
affected. Also, the unpleasant symp- 
toms associated with hypertension, such 
as headaches, nervousness and _ in- 
somnia, tend to be relieved, due in 
part to the sedative action of the drug, 
in addition to the decrease in blood 
pressure. In ordinary doses there are 
no undesirable side actions. 


When the blood pressure is reduced 
to its optimal level, the dose is gradu- 
ally reduced until the quantity required 
for maintenance is determined. This 
dose may be as low as one teaspoonful 
on alternate days. 

Reference: Attention is directed to a paper 
by Arthur G. Smith and R. D. Rudolph in the 


C.M.A.,. Journal, Vol. 19, No. 3, page 288, 
September, 1928. 


women. Chanter &. Frost be Co. cso» 


Moenuafacturing Pharmacists Since 1899 
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UNITED STATES 


American Association for thea Study of Allergy 

The American Association for the Study of Allergy 
will hold its next annual meeting in Portland, Oregon, 
Monday and Tuesday, July 8 and 9, 1929, at the time 
of the meeting of the American Medical Association. 
Further information may be’ obtained from ‘the 
Secretary, Warren T. Vaughan, Medical Arts Bldg., 
Richmond, Va. 


A Raid which Menaces the Freedom of the Profession 


The council of the New York Academy of Medi- 
cine issued a statement, April 25, concerning the arrest 
of physicians and nurses in a raid on the Birth Control 
Clinic Research Bureau. The council acted following 
an investigation and an exchange of correspondence 
with the police commissioner who, according to the 
New York Times, said that his men had erred in acting 
in the matter without his knowledge. The committee 
of the Academy was of the opinion that ‘‘there are 
many factors connected with this situation which 
gravely menace the freedom of the medical profession 
within legal qualifications for the care and treatment 
of their patients. The reason for this belief arises 
from the fact that the entire case is centred around 
the competency and honesty of physicians to arrive 
at conclusions concerning diseased conditions, and 
their ability and honesty of purpose in advising treat- 
ment for such conditions.’* The committee viewed 
with concern any action by the authorities which con- 
travenes the inviolability of the confidential relations 
which always have obtained and should obtain be- 
tween physicians and their patients, unless such action 


is directly related to the detection or prosecution of 


crime. It was recommended that the Academy register 


its apprehension. Unless steps are taken to prevent 
similar conditions arising in the future, there exists a 
definite threat against the public good and a serious 
menace to the rights and privileges of the medical 
profession as granted by law. It was further recom- 
mended, the Times says, that the Academy register a 
protest against any action by authorities which may 
result in the unwarranted interference with the free- 
dom of physicians engaged in the lawful practice of 
medicine or the violation of the privileged character 
of all records pertaining to the relation of a physician 
and his patients except in the prosecution of crime. 
The council expressed appreciation of the willingness 
of the police commissioner to co-operate in protecting 
the interests of the public and the medical profession. 
—J. Am. M. Ass. 92: 18, May 4, 1929. 


The Importation of Surgical Instruments 


On the ground that 150,000 physicians, 50,000 
dentists, and 10,000 hospitals, plus the public whom 
they serve, would be affected disadvantageously, the 
American Medical Association has registered its opposi- 
tion to a proposal that the duty on surgical instruments 
entering United States be increased from 45 per cent 
ad valorem with no specific duties to 75 per cent ad 
valorem plus specific duties. Whereas the higher tariff 
might make it possible for a few firms to compete 
with foreign houses, the American Medical Association 
takes the view that as only 10 per cent of the instru- 
ments used in the country are made therein the 
industry would have to increase ten-fold to take care 
of the country’s requirements. It is -most unlikely 
that even with the higher tariff, foreign competition 
could be met. 


GENERAL 


The Billroth Centenary 


Medical men and women in all parts of the world 
not longy ago honoured the memory of the great 
Austrian surgeon Theodore Billroth, who was born in 
April, 1829. The Medical Faculty of the University 
of Vienna, the Vienna Academy of Science, and the 
Medical Society of Vienna united to organize special 
centenary celebrations on April 9th and 10th in the city 


Fatat LARYNGEAL OBSTRUCTION BY A FisH.—Dr. N. 
A. Dyce Sharp writes: A short time ago a native woman 
was catéhing fish in the river with a basket net, and 
while transferring the small fry from the net she put 
one between her lips, her hands being full. The fish 
apparently gave a jump, and a moment later the woman 
was seen to fall, struggling to get her breath. Her 
friends at once opened her mouth and endeavoured to 
remove the obstruction; they failed, and after five min- 
The body 
was at once brought to the mortuary, with a request for 
a necropsy; only afterwards did I discover that this was 
designed to determine whether she was a witch herself 


utes all her convulsive movements ceased. 


where Billroth practised and taught from 1867 until his 
death in 1894, and the medical profession and scientific 
associations of many foreign countries were represented. 
The idea of holding centenary celebrations originated in 
the small circle of those in Vienna who learnt under the 
pioneer of visceral surgery, but Billroth’s disciples 
and admirers are to be found in the chairs of medi- 
cine and surgery of every country, and not only in 
Austria and Germany. 


or whether she was bewitched, and here I failed! On 
removing the larynx and as much of the pharynx as 
possible, I found a small fish, 3% in. long, wedged 
firmly down the trachea, with the snout lying trans- 
versely between the vocal cords. Minute spines on the 
dorsal surface and at the border of the gills effectually 
prevented its extraction upwards, and, indeed, the tail 
had already been pulled off by the victim’s friends. As 
the width of its head was about 23 mm. and the breadth 
about 17 mm., the larynx was most completely and 
exactly occluded. A smaller or a larger fish could not 
have caused so complete an: obstruction—Brit. M. J., 
April 13, 1929. 
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® Newfoundland lisheries-- Source of j y 
‘ \ Meads Standardized Cod Liver Oil pe 


[the New to the practices of other fisheries, 


the Newfoundland cod is caught in traps set 

from only one-half to one mile from shore. 
Only an hour or so of time, often less, elapses after 
the fish are caught until they are on the landing 
stages of the Mead Johnson and Co. rendering plants 
that dot the coast. An hour or Jess! That means fresh 
livers only are used in the preparation of Mead’s 
Standardized Cod Liver Oil, 

Three thousand miles of rocky shore line on the 
Newfoundland coast afford ideal feeding grounds 
for the cod. Numerous indentations and small 
bays abound with caplin and other small fish, con- 
stituting the cod’s chief food. It is the abundant 
food supply along the Newfoundland coast that 
supplies the high vitamin potency of this partic- 
ular Cod Liver Oil. 


Newfoundland Cod Liver Oil 


HUS, Newfoundland is particularly well 

suited for the production of a highly potent 
cod liver oil. This fact was first established in 
1921 and 1922 by the investigations of Mead 
Johnson and Co. Subsequent researches and 
comparison with other oils have amply veri- 
fied these original findings. 


MEAD JOHNSON & CO. of CANADA, Ltd. 


BELLEVILLE, ONTARIO 
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Book Reviews 


Short Essays on Medical Topics. ©. O. Hawthorne, 
M.D. 246 pages. Price $3.50. John Bale Sons & 
Danielsson, Ltd., London, 1928. 

The choice of subjects in this collection is a wide 
one, ranging from ‘‘ Mixed classes in Medical Educa- 
tion’’ to ‘‘Baby Shows’’ and from ‘‘Generalism and 
Specialism’’ to ‘‘The Claims of Christian Science and 
of Mental Healing.’’ 

None of us would fail to be interested in ‘‘Pro- 
fessional Titles and Tests.’’ Whether the term 
‘‘Doetor’’ really means a person who has received a 
definite technical training, or those who have achieved 
greatness by a less tedious method -is discussed, and 
also the merits and demerits of such terms as 
‘‘Specialist’’ and ‘‘Consultant.’’ Consultants, without 
troubling to secure a medical diploma, seem to have 
invaded the sacred precincts of Harley Street. 

‘‘The True Position of the Specialist’’ refers to 
the subdivisions of medical practice, over each of 
which it is fondly imagined an appropriate group of 
specialists skilfully presides. Indeed, there is a plain 
suggestion that the family practitioner is in complete 
ignorance of pathological conditions affecting particular 
parts of the body and that his advice is useless. It is 
claimed that specialism is only in its true position 
when it affords special knowledge or dexterity to 
supplement the general examination and then its func- 
tion is one of high service. But without complete 
clinical investigation specialism is dangerous. 

‘‘Unqualified Practice’’ refers to the different 
views held on this subject by practitioner and layman. 
The results which reach the public ear are mostly 
those of a gratifying character. Other less fortunate 
individuals suffer in silence in order to avoid some 
sarcastic tongue. Public opinion is the only hopeful 
force. Little help can be expected from Parliament 
when legislators look outside the qualified medical 
ranks for relief. Discussion of the subject should be 
restrained and any exaggeration carefully avoided, on 
our side, realizing that there is exaggeration, to spare, 
by the layman. ‘‘Practitioners and Lay Press’’ calls 
forth suggestive remarks on the avenue by which press 
notices of individual practitioners reach the lime- 
light. Open discussion of professional subjects in the 
journals for the general public receive suspicious 
scrutiny. Professional condemnation of the practice 
of granting interviews is called for. Universal applica- 
tion of this rule is urged. 

The broad outlook is shown in the final essay, a 
Sunday address from the pulpit of the Parish Church 
on Hospital Sunday entitled ‘‘ Hospitals and Doctors.’’ 
The hospitality associated with the hospital requires 
‘‘hosts’’ for the reception of guests, viz., hospital com- 
mittees. That part of this hospital occupation that 
the public may share is outlined. It is claimed that 
the hospitals have a social educational value in 
stimulating the public conscience to pity and mutual 
helpfulness. He concludes by saying that the ‘‘im- 
mediate claim of to-day is that we shall give our 
attention and our practical goodwill to those appeal- 
ing institutions where the sick and suffering find 
skilled help and succour, and where is gained a know- 
ledge of disease that serves to bring health and healing 
into all our homes.’’ C. R. BOURNE 


Text-Book of Clinical Neurology. M. Neustaedter, 
M.D., Ph.D., with introduction by Edward D. 
Fisher, M.D. 602 pages, 228 illustrations. Price 
$6.50 net. F. A. Davis Co., Philadelphia, 1929. 
This clinical text-book of 581 pages is, as its title 

implies, written especially for students, and probabiy 

with a view to supplying general practitioners with 
the essentials of neurological symptoms which they 


occasionally meet with in their practice, rather than 
to adequately assist the specialist in nervous diseases. 
The space devoted to syringomyelia (11 pages, mostly 
illustrations) and spinal cord tumours, hardly seems 
commensurate with their importance. A method of 
diagnosing early acute poliomyelitis by a serological 
test worked at by the author in collaboration with E. 
J. Banzhof described in the chapter on cerebrospinal 
fluid examination is interesting and may have a wide 
application. PAUL M. O’SULLIVAN 


Compend of Diseases of the Skin. Jay Frank Scham- 
berg, A.B., M.D. Eighth edition. 324 pages, 

126 illustrations. Price $2.00. P. Blakiston’s Son 

& Co., Philadelphia, 1928. 

The eighth edition of Schamberg’s Compend in- 
cludes some changes in the text to include more recent 
progress in dermatology and also a brief revision of 
the treatment of syphilis of the central nervous 
system. This book is small, concise and pithy and is 
recommended as a key for the use of students and practi- 
tioners in their study of diseases of the skin. 

J. F. BuRGEss 


1927-28. Series XXIII. 280 
The Williams & Wilkins Co., 


The Harvey Lectures. 
pages. Price $4.00. 
Baltimore. 

The publication of the Harvey Lectures in book 
form is eagerly anticipated every year by those who 
have not had the pleasure of listening to the addresses 
themselves. In the present volume the papers pre- 
sented are of great interest. The contributions of 
Mann and Cori are of fundamental importance in the 
understanding of the present position with regard to 
the liver and metabolism. To physicians generally, 
the paper on tularemia by Francis, the contribution 
of Minot on pernicious anemia and Addis on the 
kidney lesion in Bright’s disease, summarize present 
knowledge in these fields. The experimental physio- 
logist will welcome Fenn’s paper on nerve metabolism 
and London’s work on experimental vascular fistule. 
To the medical historian, the delightful essay of Dr. 
Alfred E. Cohn on the development of the Harveian 
circulation is a fitting tribute to the memory of 
Harvey on the tercentenary of the publication of 
‘“De Motu Cordis.’’ 

J. BEATTIE 


A History of Pathology. Esmond R. Long, Professor 
of Pathology, University of Chicago. 291 pages 
with illustrations. Price $5.00. Publishers: The 
Williams & Wilkins Co., Mt. Royal & Guilford 
Aves., Baltimore, Md., 1928. 


The author of this handy little work is Professor 
of Pathology in the University of Chicago, and a pupil 
of Wells and Hektoen. The book was written for the 
benefit of his classes, under the conviction that 
‘‘nothing gives a better perspective of the subject 
than an appreciation of the steps by which it has 
reached its present state.’? There is no doubt that 
Professor Long is entirely right in this view, for a 
judicious leaven of the historical enhances the interest 
of the student in any science and helps to fix the 
salient points in his memory. The foreword is from 
the able pen of Dr. Fielding H. Garrison, the well- 
known author of the ‘‘ History of Medicine.’’ 

As Professor Long defines it, ‘‘Pathology has 
always been only the attempt to understand the nature 
of those deviations from normal health which we call 
disease.’’ In the story of pathology is enshrined the 
very soul of medicine. With such a wealth of material 
at hand it is no light task to select judiciously the 
outstanding features of the story and combine them 
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Now Realized - - - 
A PurRE, STABLE ETHER 
for ANESTHESIA 


Our Perfected Processes of 
manufacture and packaging 
produce an Ether immune to 
decomposition products re- 
sulting from storage. This 
ensures the anesthetist a pro- 
duct free from all deleterious 
impurities such as Peroxide, 
Aldehyde and Acid. 


No PRESERVATIVES 


This unusual Stability is affected only through extreme purity accom- 
plished by our exclusive methods of manufacture and packaging, viz: 


1. A manufacturing process that eliminates all impurities. 


2. Rigorous cleaning and ‘‘Chemical Sterilization” of 
containers preventing deterioration. 


3. An air tight mechanical closure eliminating any pos- 
sible introduction of impurities. 


Purity and Stability 


This ether is unsurpassed by any product offered in commercial packages. 


Let us send you free samples for examination. 


MALLINCKRODT CHEMICAL WORKS 


A constructive force in the chemical industry since 1867 


St. Louis : Montreal : Philadelphia : New York 


THE PURER THE ETHER THE SAFER AND BETTER THE ANESTHESIA 
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into a logical and coherent whole, but this the author 
has succeeded in doing in an eminent degree. The 
work is divided into twelve chapters, beginning with 
a consideration of the pathology of antiquity, and 
ending with the eclipse of the anatomical method 
through the rise of bacteriology, immunology, and bio- 
chemistry. The period of time covered is a matter of 
some thirty-five centuries, and the golden thread that 
runs through this long period, which is never broken 
by the author, is the attempt to establish an adequate 
theory of disease. 

The first two chapters deal with the Hippocratic 
school, Celsus, Galen, the Alexandrians, and the 
Arabians, and the leaders in the early Middle Ages. 
Much more space, as is proper, is given to the rise of 
the universities, the development of anatomy, patho- 
logical anatomy, and experimental pathology, culmin- 
ating in the work of Rokitansky and the Vienna school. 
The development of the cellular theory, with its ap- 
plication to the problems of pathology, by Virchow, 
is adequately and clearly given. The rise of patho- 
logical histology is clearly traced. The development 
of the later sciences of bacteriology and immunology 
are dealt with to the point where they largely took 
the place of the older anatomical conceptions, and, 
medical problems from the experimental side, with its 
emphasis on biochemistry and biophysics. 

Professor Long tells his story clearly and effec- 
tively. His style is easy, and a proper balance is 
maintained between his topics. ‘‘A History of Path- 
ology’’ is in reality a treatise on the scientific basis 
of medicine; it is an admirable book for the new 
enquirer into the subject of historical medicine. It 
is not too detailed, yet it contains the conclusion of 
the whole matter. 

The book can be unreservedly commended. It 
should be in the hands of every physician and of all 
who are sincerely interested in the progress of the 
science of medicine. 

The interest of the book is greatly enhanced by a 
well-selected series of illustrations. 

A. G. NICHOLLS 


New Pocket Medical Formulary. William Edward 
Fitch, M.D. Fifth edition, revised. 501 pages. 
Price $3.50 net. F. A. Davis Co., Philadelphia, 
1928. 

This little book is well adapted to the general 
practitioner’s needs. Practically everything the practis- 
ing physician encounters is included and it conforms 
with the latest U.S. Pharmacopeia revision. If the 
British Pharmacopeia had a revision within the ken of 
living man doubtless it would be included also. Pet 
formule and experience gleaned during a long and active 


institutional and private practice are tabulated and, 


numbered, and the more recent additions amongst drugs 
are mentioned. 

In addition to 350 pages of formule there is an 
appendix combining formule for fluid foods, diet lists 
corrected to modern ideas and tables of differentiai 
diagnosis. There is uséful and practical information 
relating to the diagnosis and treatment of fractures, 
ligations of arteries, signs of death, ete. Incompati- 
bilities are well treated and also emergencies such as 
burns, etc., and finally twenty-five pages are devoted to a 
‘¢Physician’s Interpreter’’ with questions and requests, 
specially arranged for diagnosis, outlined in English, 
French, German and Italian. 

It is a book well worth a place in the general 
practitioner’s library and also in his pocket. 

C. R. BouRNE 


BOOKS RECEIVED 
Annual Report of the Department of Pubiic Health 
and Vital Statistics Report of the Province of 
Saskatchewan, 1927. Hon. John Michel Uhrich, 
M.D. J. W. Reid, King’s Printer, Regina, 1928. 
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Collected Papers by Members of Gynzcological De- 
partment of the Johns Hopkins Hospital and 
University. 1922 to 1928. Vols. A and B. 


Notes on Chronic Otorrhea. 
F.R.C.S.1. 
net. 


A. R. Friel, M.A., M.D., 
87 pages, 54 illustrations. Price 6/- 
John Wright & Sons, Bristol, 1929. 


The Injection Treatment of Varicose Veins. A. H. 
Douthwaite, M.D., M.R.C.P. 4th edition. 58 


pages. Price 4/- net. H. K. Lewis & Co., London, 
1929. 


Forensic Medicine and Toxicology. F. J. Smith, M.D. 
Third edition revised by George Jones, M.D. 
440 pages. Price 10/- net. H. K. Lewis & Co., 
London, 1929. 


Branchial Cysts. Hamilton Bailey, F.R.C.S. 86 pages, 
50 illus. Price 5/- net. H. K. Lewis & Co., 
London, 1929. 


Injection Treatment of Hemorrhoids. Dr. 
Conrad Miller. 124 pages, illustrated. 
Surgery publications, Chicago, 1929. 


Charles 
Modern 


Diabetes and Its Treatment. Frederick M. Allen, M.D. 
The National Health Series. Price .30. Funk & 
Wagnalls Co., New York, 1928. 


Care of the Mouth and Teeth. Harvey J. Burkhart, 
D.D.S. The National Health Series. Price .30. 
Funk & Wagnalls Co., New York, 1928. 


What Every One Should Know About Eyes. F. Park 
Lewis, M.D. The National Health Series. Price 
20. Funk & Wagnalls Co., New York, 1928. 


Materia Medica Note Book. Mary Sewall, R.N. Price 
$1.50. The J. B. Lippincott Co., Montreal, 1928, 


Nursing Care of Communicable Diseases 
beth Pillsbury, B.S., R.N., M.A. 
illustrations. Price $3.50. 
Montreal, 1929. 


Mary Eliza- 
463 pages, 116 
J. B. Lippineott Co., 


The Surgical Clinics of North America. Vol. IX, Nos. 


1 and 2. W. B. Saunders Co., Philadelphia, 1929. 


Gynecology. Catechism Series. Price 1/6 net. E. & S. 


Livingstone, Edinburgh, 1929. 


Fourteenth Annual Report of the Ophthalmic Section, 
1926, Department of Public Health, Cairo, Egypt. 


Medical Clinics of North America. Vol. 12, No. 3, and 
No. 4. Price $18.00 per year (6 numbers). London 
and Philadelphia, W. B. Saunders Co., Toronto, 
McAinsh & Co., November, 1928, and January, 
1929. 


Surgical Clinics of North America. Vol. 8, No. 6. 
Price $18.00 per year (6 numbers). London and 
Philadelphia, W. B. Saunders Co., Toronto, 
McAinsh & Co., December, 1928. 


General Surgery. The Practical Medicine Series. 
Edited by Evarts A. Graham, A.B., M.D. 8090 
pages, illustrated. Price $3.00. The Year Book 
Publishers, Chicago, 1928. 


Epidemic Encephalitis in Association with Pregnancy, 
Labour and the Puerperium. Frederick Roques, 
M.A., M.D., M.Chir., F.R.C.S. 143 pages. Price 
15/- net. Messrs. Sherratt & Hughes, Manchester, 
1928. 


Transactions of the American Association of Genito- 
Urinary Surgeons. Vol. XXI. Williams and 
Wilkins Co., Baltimore, 1928. 
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‘IODINE orn IODIDE MEDICATION 


Immediate ant intensive action | Slow and neeninnene action 


NEO-RIODINE] RIODINE 


DOES NOT PRODUCE IODISM 


Aqueous Solution of organic Glyceric ether 
lodine for Injections y of 


Ricinoleic acid. § 


Definite and stable 
Chemical compound. 


(C18 H33 03)3 (1 H)2 C3H5 


—o— 


intramuscular AVERAGE DOSE: 
injections. 2 to 6 capsules a day. 


50 ampoules 5c.c. at reduced price, for || 20 centigrammes (3, 1 grains) of 


oo : one iqui . fore, one-half grai 
useof Physicians, Hospitals and Clinics. RE RES, SRAPETIES, CRS Grae 


Also in large boxes containing || gach capsule holding approximately 
| of iodine. 


LABORATOIRES: P. ASTIER, 45-47 Rue du Docteur Blanche, PARIS 
332 BROADWAY, NEW YORK 


“Physicians fighting 
to save twin’s life” 


This was the heading of a pathetic news item appearing in a recent issue of The 
Baltimore Sun. Two little boys had swallowed poison tablets taken from the family 
medicine cabinet. One is dead. The attending physicians saved the other only by 
heroic efforts. 


Contrast this fatal tragedy with a harmless incident reported from Colorado, U.S. A., 
the other day. A little boy swallowed practically the entire contents of a three ounce 
bottle of Hexylresorcinol Solution S.T. 37. The anxious mother was assured it could 
not harm the child. 


The safety feature of Hexylresorcinol Solution S.T. 37 should appeal to every 
physician. While this solution destroys bacteria on less than 15 seconds contact, it is 
perfectly SAFE. Accidental poisoning impossible. 


Three and twelve-ounce bottles. 


SHARP & DOHME 
BALTIMORE, U. S. A. 


Frank W. Horner, Limited 


Licensee 


950 St. Urbain Street, Montreal, Canada. 
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EDINBURGH MATERNITY HOSPITAL 


The eighty-fourth annual meeting of the Edinburgh 
Royal Maternity and Simpson Memorial Hospital was 
held on March 22nd. The report stated that the total 
number of treated was 3,205, compared with 
3,117 in the previous year. Progress had been made 
in regard to the proposed amalgamation with the Royal 
Infirmary; committees representing the Royal Infirmary 
and the hospital had been considering the maternity 
problem in Edinburgh, and the number of beds which 
the managers of the Royal Infirmary should be ex- 
pected to provide in the new buildings, to be erected 
on the site of George Watson’s School, in order to 
provide for the teaching of medical students and the 
training of nurses. It was decided that not less than 
200 beds should be aimed at, and plans had been pre- 
pared which were being considered by a joint sub- 
committee. The accounts showed a deficit of £1,892, and 
this had to be withdrawn from reserve. The chair- 
man said that the report emphasized the close connec- 
tion which existed between the town council and the 
Royal Maternity Hospital. Last year a fresh record 
had been set up in the history of the institution, for 
the figures rerepresented 40 per cent of the total births 
recorded in the city during the year. The ante-natal 
care of of the great branches of 
preventive medical science, and the fact that 11,169 
visits had been paid by patients during 1928 to the 
various clinies in with the ante-natal 
annexe was a sure sign that it had the confidence of 
the public. He appealed for increased financial support 
to the hospital, and stated that it would be six or 
seven years before the amalgamation with the Royal 
Infirmary could be brought about. 
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AN ALTERNATIVE TO VACCINATION 


Dr. J. M. Ferguson, consulting medical officer to the 
Burnley Joint Hospital Board, in his report on the 
work at the Crown Point Small-pox Hospital during 
the year 1928, makes a number of interesting observa- 
tions on the epidemic which broke out. in the Burnley 
district in May, 1927. The disease at the onset, al- 
though it presented almost all the typical signs of 
variola major, followed a very different course. Only 
two of the patients had a temperature higher than 100° 
F., and in some, though not all of the cases, what 
little pyrexia there was subsided when the rash was 
fully developed. Secondary rise of temperature com- 
mon in the major disease did not occur, pitting of the 
skin was absent, and there were no deaths. Of the 
384 cases studied, 319 were unvaccinated, 63 had been 
vaccinated in infancy, in one the diagnosis was doubt- 
ful, and in another the vaccinal condition was not 
definitely established. The average age of the 63 
patients vaccinated in infancy was over 50, and only 
two of them were under 21. On the other hand, of 
the 319 unvaccinated cases, 238 (131 males and 107 
females) were under 21. Dr. Ferguson, while recog- 
nizing that small-pox is probably assuming a milder 
form, maintains that it is unwise to regard the danger 


of an outbreak of a severe epidemic as altogether 
passed. He makes the suggestion that in view of the 
poorly vaccinated condition of the town and district 
it might be well completely to ignore the isolation of 
minor cases and to allow the outbreak of the disease 
in its mild form to act as vaccination against variola 
major. Such a procedure, in his opinion, would not 
only be less costly than that at present adopted, but 
would help to render immune to small-pox persons who 
now decline to be vaccinated.—Brit. M. J. p. 657, Apr. 
6, 1929. 


SCHOLARSHIPS AND GRANTS IN 


RESEARCH 


AID OF SCIENTIFIC 


The Council of the British Medical Association is 
prepared to receive applications for Research Scholar- 
ships as follows: an Ernest Hart Memorial Scholarship, 
of the value of £200 per annum, and three Research 
Scholarships, each of the value of £150 per annum. 
These Scholarships are given to candidates whom the 
Science Committee of the Association recommends as 
qualified to undertake research in any subject (includ- 
ing State Medicine) relating to the causation, preven- 
tion, or treatment of disease. Each Scholarship is 
tenable for one year, commencing on October 1, 1929. 
A Scholar may be reappointed for not more than two 
additional terms. A Scholar is not necessarily re- 
quired to devote the whole of his or her time to the 
work of research, but may hold a junior appointment 
at a university, medical school, or hospital, provided 
the duties of such appointment do not interfere with 
his work as a Scholar. The Council of the British 
Medical Association is also prepared to receive applica- 
tions for Grants for the assistance of research into the 
causation, treatment, or prevention of disease. Pre- 
ference will be given, other things being equal, to 
members of the medical profession and to applicants 
who propose as subjects of investigation problems 
directly related to practical medicine. Application 
for Scholarships and Grants must be made not later 
than Saturday, May 25, 1929, on the prescribed form, 
a copy of which will be supplied on application to the 
Medical Secretary of the Association, B.M.A. House, 
Tavistock Square, London, W.C.1. 

Applicants are required to furnish the names of 
three referees who are competent to speak as to their 
capacity for the research 
reference may be made. 


contemplated, to whom 


LONDON CLINIC AND NUBSING HOME 


The share capital necessary for the prosecution of 


the scheme to erect an institution for paying patients 
containing 175 beds with full facilities for diagnosis 
and treatment on a site between Devonshire-place and 


Harley-street has now been acquired. Details of the 
organization and an elevation of the proposed building 
were set out in The Lancet, 2: 729, 783, 1928, The 
work of demolition of existing buildings on the site has 
commenced, and it is hoped that the Clinie will be ready 
for use early in 1931. 
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